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Unproductive cough causes | rite which in turn leads to local inflamma: 
tion— more pl vita ak this circle promptly and effectively many 
physicians depend on Citro Thiocol ‘Roche. efficient remedy, by virtue of its therapeutically 


balanced formula, facilitates expectoration, liquefies tenacious phlegm, controls the cough reflex, and 


relieves annoying “throat iickle.” In addition to its effectiveness in the control of even the most 
stubborn cough, Citro-Thiocol is pleasant-tasting and appealing in appearance. Supplied in 4-ounce, 
T-pint, and 1-gallon bottles . . . HOFFMANN-LA ROCHE, INC. « ROCHE PARK © NUTLEY, N. J. 
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Award to Air Marshal 
Whittingham 


HE John Jeffries Award 

of the Institute of Aero- 
nautical Sciences was con- 
ferred upon Sir Harold E. 
Whittingham, Director Gen- 
eral of Britain’s Royal Air 
Force Medical Services, on 
January 31, at the annual 
meeting in New York City. 
This award is for contribu- 
tions to aeronautical medi- 
cine. Sir Harold’s notable paper on “Some 
Medical Aspects of Flying,” which ap- 
peared in the December, 1944, issue of the 
MEDICAL TIMES, will be recalled. 

In accepting the award, Sir Harold 
credited to the cooperation in aerial medi- 
cine between the British and American 
air forces the solution of such problems 
as oxygen supply at high altitudes, pro- 
tection against frostbite, prevention of 
blackout in aerobatics in battle, prevention 
of “bends” in explosive decompression of 
cabins at high altitude, and the prevention 
of air sickness among paratroopers. 


Rapidly Advancing Medicine 
Gets a Timely Warning 


N the January Bulletin of the American 
Association for the Advancement of Sci- 
ence Justus J. Schifferes wisely cautions 
against honoring new knowledge too far 
above the old, for which we are beginning 
to pay a price. Through neglect of the 
history of science and a favoring of the 
new over the old we pay a toll. Schifferes 
thinks this fixing of the eye on the future, 
“with never a backward glance,” and a 
glossing over of the hard-won steps 
through which present-day refinements in 
research have evolved, are unfortunate 
attitudes. “The middle ground, where 
science might be treated as a cultural 

subject, is practically untenanted.” 
There is a premium, says. Schifferes, 
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upon new discoveries and 
original applications. We are 
in danger of not preserving 
the funded wisdom of the 
ages, and therefore of not 
utilizing time-worn truths. 
Yet “appreciation of new 
discoveries would be en- 
hanced by more attention to 
the old masters.” A _ tradi- 
tion of scholarship—in con- 
trast to research — would 
make for the constant appli- 
cation of scientific knowl- 
edge to the needs of society. The point 
for us is that medicine in particular needs 
a warning, for its recent advances are 
nothing less than spectacular. Schifferes 
shrewdly points out that at the same 
time that Boston is witnessing brilliant 
achievements in the fractioning of plasma 
a survey of its schools shows a deplorable 
state of hygiene: double windows will still 
be on in May; windows cannot be opened 
because of broken window cords and 
chains; both natural and artificial light- 
ing woefully inadequate; luncheon menus 
lush with carbohydrates. And he quotes 
the Surgeon General of the United States 
Public Health Service as stating that the 
average life span in the United States 
could be increased by ten years if all 
presently available health knowledge were 
adequately utilized—without a single new 
discovery. 


Hitler’s Lungs 


HE bearing of Hitler’s tuberculosis 
upon his career does not seem—so far 
as the writer has observed—to have 
received special (or any) consideration. 
Hitler’s father died when he was thir- 
teen. Two years later his mother died. 
The father had managed to keep him in 
school despite the boy’s inability or un- 
willingness to learn anything that did not 
bear on art (painting and architecture). 
But upon the father’s death “suddenly 
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an illness came to my aid, and in the 
course of a few weeks, settled the per- 
petual arguments at home and, with them, 
my future. Because of a severe pul- 
monary illness, the doctor strongly ad- 
vised my mother not to place me in an 
office later on under any circumstances. 
I was also to give up school for at least 
one year. With this event, all that I had 
fought for, all that I had longed for in 
secret, suddenly became reality.” 

So he was taken out of school. “These 
were my happiest days; they seemed like 
a dream to me, and so they were.” 

The mother’s death left him with next 
to nothing and the years of vagabondage 
and ill health in Vienna began. There he 
slept in a ward of a flophouse with other 
derelicts and was fed at the gate of the 
monastery in the Gumpendorferstrasse. 

There is no evidence that Hitler pos- 
sessed any real talent as an “artist,” but 
in Mein Kampf he asserts his genius 
insistently, as well as his messianic 
destiny. 

When Hitler presented himself at Sals- 
burg for military training he was rejected 
as unfit on account of his old pulmonary 
disease (Yeats-Brown, in European Jun- 
gle). 

A photograph of Hitler as an unknown 
agitator in Munich in 1920 reveals a 
haggard, sunken-cheeked and emaciated 
man in very thin shoes and shabby over- 
coat, a veritable symbol of semi-starvation 
and disease. He was thin and pale as late 
as 1938. 

Hitler’s acceptance as a volunteer in a 


Members of the Army 
Epidemiological Board Honored 


WO members of the Army Epidemi- 

ological Board, Dr. Oswalt T. Avery 
and Dr. Ernest W. Goodpasture, have re- 
cently received honors in the field of medi- 
cine. 

Dr. Avery, who is a member of the 
Rockefeller Institute for Medical Research, 
was awarded the Gold Medal of the New 
York Academy of Medicine for distin- 
guished service in medicine. This is the 
first time the medal has been awarded 
since 1938. Dr. Goodpasture, who is Pro- 
fessor of Pathology at the Vanderbilt Uni- 
versity School of Medicine, Nashville, 
Tenn., was presented with the Sedgwick 
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Bavarian regiment when World War | 
came is a little hard to understand, as a 
photograph of him at that time reveals a 
“one-man slum” who had ‘been _ half. 
starved and sickly since his early teens, 
But once in, it is probable that good food 
and a hygienic, regulated life in place 
of a wretched existence in some degree 
restored his health and explained his par- 
ticipation in thirty-six actions on _ the 
Western Front, the survival from wounds 
and gassing, and the winning of two deco- 
rations—one, it is alleged by Yeats-Brown, 
for the single-handed capture of seven 
or eight enemy soldiers. 

Hitler’s insuperable aversion to work 
is thus seen to-have rested upon a patho- 
logical basis. The years of daydreams 
and fantasies were fed by the toxins and 
fever. It was in this hectic state that he 
learned to create an atmosphere of col- 
lective hysteria on the part of his hearers. 
“He weaved magic ties,’ says Yeats- 
Brown, “between the speaker and his gal- 
vanized German audience . . . During the 
rhetorical passages his voice mounted to 
the pitch of delirium; he was a man 
transformed and possessed; we were in 
the presence of a miracle; . . . the tension 
was almost unbearable until the passion- 
ate voice was drowned by the cries of 
those who listened; cries of suspense 
released.” 

There has been much speculation as to 
Hitler’s probable mode of exit. We sug- 
gest that tuberculosis may again play 
some part in the noxious drama of his life. 


Memorial Medal, which is awarded yearly 
by the American Public Health Associa- 
tion for distinguished service in Public 
Health. The medal was awarded for the 
first time in 1929, and Brigadier General 
James S. Simmons, USA, Chief of the 
Preventive Medicine Service, was the re- 
cipient of the medal last year. 

The Army Epidemiological Board for the 
investigation and control of influenza and 
other epidemic diseases was organized in 
1941 under the Preventive Medicine Serv- 
ice of the Office of The Surgeon General. 
The Board and its subsidiary commissions 
include a total of 117 medical men, all of 
them leading authorities in their respective 
fields. 
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INGUINAL HERNIA: PREVENTION OF RECURRENCE 
A REVIEW OF 220 HERNIOTOMIES 





Joseph L, DeCourcy, M.D., F.A.C.S. 
Cincinnati, Ohio 


STATISTICAL follow-up survey of 

large numbers of operative cases is 
not only a check on a surgeon’s skill and 
technique but will often reveal valuable 
information that can guide him in his fu- 
ture performances. It was with this idea 
in mind that I recently sent questionnaires 
to 500 patients upon whom I had per- 
formed herniotomy prior to 1939. From 
this group 200 patients returned to my 
office and were personally examined by 
me. Since the questionnaire was sent out 
in January 1943, no patient was included 
who had not had an operation of at least 
four years’ standing. 

Of the group appearing for examination, 
165 had had hernias of the indirect type 
and 35 of the direct type; 20 operations 
were bilateral. Thus there was a total 
of 220 herniotomies. 

Upon reexamination it was discovered 
that there were three gross recurrences 
which were just as bad as before opera- 
tion. Two were the indirect and one the 
direct type of hernia. In five other pa- 
tients impulses at the external ring were 
noted. There was no bulge and no dis- 
comfort. One of this group was indirect 
and the others direct. j 

Thus the rate of recurrence of direct 
hernia was 9.09 per cent and that of in- 
direct hernia 1.82 per cent. The rate of 
recurrence of gross hernia was 1.36 per 
cent; that of mild hernia, 2.27 per cent. 
The overall rate of recurrence was 3.64 
per cent; only 1.36 per cent (gross re- 
currences) required repairs. 

I consider this last figure to be the sig- 
nificant one. However, because there is 
no standard for judging recurrence sta- 
tistics of hernia and many surgeons con- 
sider any impulse (so-called bubonocele) 
as true hernia, I have included them all 
in order to be as scrupulous and impar- 
tial as possible. 


5 CORES back through the literature, 
t becomes apparent that many figures 
are .vailable from the various clinics as 


From the Department of Surgery, DeCourey Clinic. 
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to the recurrence of hernias. Not only 
is there a wide margin of difference in 
the results reported from different sources, 
but the same workers, reporting at dif- 
ferent times, show marked variance in 
their own results. One fact, however, has 
been consistent throughout, viz., the pro- 
portion of recurrence following operation 
for direct hernia is much higher than for 
indirect hernia. 

The most complete and comprehensive 
review in recent years was made from 
St. Luke’s Hospital in New York City in 
1940 by Harold J. Shelley." ** It covered 
all hernias admitted to the wards of the 
hospital between the years 1926 and 1936 
and all hernias repaired between the years 
1916 and 1926 that were observed postoper- 
atively for nine months or longer. 

This author differentiates incomplete 
and complete indirect hernia, the point of 
difference being that in the complete in- 
direct hernia the sac is continuous with 
the tunica vaginalis. 

His analysis revealed that 2,337 hernias 
of the incomplete indirect type had been 
repaired during this period; 1,668 had been 
followed for nine months or longer (aver- 
age 36 months) and 120 recurrences were 
noted. This gave an incidence of 7.2 per 
cent recurrence. 

There were 305 complete indirect her- 
nias upon all of whom surgery was per- 
formed. Four recurrences were observed 
in the 204 patients who were followed-up 
for nine months or longer, a recurrence 
rate of 1.9 per cent. 

Of the group of 605 direct hernias re- 
ported, 458 of those repaired were fol- 
lowed up for nine months or longer (av- 
erage 33.2 months). Sixty-eight recur- 
rences were discovered (14.8 per cent). 

The over-all rate of recurrence in this 
series of cases was 8.2 per cent. 

From the Henry Ford Hospital in De- 
troit, Fallis* in 1936 reported 1,600 hernial 
operations for the period of 1920 through 
1929. Of the 800 cases followed up for two 
years or more, there were 66 recurrences 
or a rate of 8.25 per cent. The recur- 
rence rate for indirect hernia was 7.4 per 
cent; for direct hernia, 11.6 per cent. 

Andrews and Bissell’ in 1934 offered a 
statistical chart on recurrence of direct 
hernia compiled from various published 
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articles between 1912 and 1933. Recur- 
rence rates varied from a low of 4.1 per 
cent to a high of 32 per cent. 

Joyce’ in 1940 reported recurrence in 
2.94 per cent of 544 hernial operations 
which had had fascial repairs. In 1941 
a report by Blanchard’ showed recurrence 
in 6.8 per cent of 366 inguinal hernias. 


Discussion 


T this time, I should like to present 

some of the data with relation to 
herniotomy which I have accumulated over 
a period of years and which have im- 
pressed me as particularly pertinent. 

First, the type of anesthesia to be giv- 
en. Of the 220 herniotomies reported 
here, 178 had been performed under local 
infiltration anesthesia, 35 under spinal 
and 7 under general. 

Although the trend today is more and 
more toward spinal anesthesia, I still feel 
that one should not discard a “tried and 
true” method which has proved most sat- 
isfactory. Since my early days of sur- 
gery under the supervision of the late Dr. 
John A. Bodine, whom I had the honor 
of assisting, I have shared his views con- 
cerning the use of local infiltration anes- 
thesia as the method of choice for herni- 
otomy. 

A small amount of epinephrine added to 
a solution of procaine makes an _ ideal 
anesthetic agent for this purpose. When 
injected properly, the sac is definitely 
outlined, easy to identify and the struc- 
tures stand out very clearly. With careful 
technique, there is no necessity for trauma 
or postoperative vomiting. Thus, there 
are eliminated the chief factors responsi- 
ble for the adverse criticism attendant up- 
on this mode of anesthetic administration. 

The technique of injection is simple and 
may be found in any text. I shall not go 
into details here but shall only mention 


that careful hemostasis is a requisite and 
that it is absolutely unnecessary to water- 
log the tissues. We seldom use more 
than one ounce of 1 per cent procaine so- 
lution in the performance of herniotomy. 

I reiterate, and I stress this point be- 
cause I believe it to be important, that lo- 
cal infiltration anesthesia, when properly 
used, greatly enhances the surgeon’s op- 
portunity for good results. 


Anatomy 


T would be well, here, to review the 

anatomy of the inguinal region in- 
volved in the formation of hernias and 
their recurrence. There is the inguinal 
canal, which is about 4 cm. long, slanting 
downward and medially and placed paral- 
lel with and a little above the inguinal 
ligament. At the upper end is the internal 
ring; at the lower end, the external ring. 
Contained therein is the spermatic cord | 
in the male and the round ligament in the 
female, together with nerves and _ blood 
vessels. The size of the rings varies, be- 
ing larger in the male than in the fe- 
male. Normally, they are mere slits. 
Where larger openings exist, there is a 
predisposition to plugging by peritoneum 
and thus a tendency to hernial formation. 

This region is normally protected by an 
interlacing group of muscles covered by 
strong fascia. Sometimes the musculature 
is flabby and the interlacing faulty. The 
fascia, too, is sometimes quite thin and 
often defective with slits or holes. At the 
lower portion of the inguinal canal, there 
is frequently no protection in the form of 
muscle at all. 

When hernia occurs at the internal ring, 
it is considered indirect; when lower down, 
direct. Direct hernias, in my experience, 
have been of two varieties: those in which 
the transversalis fascia has become weak- 
ened and stretched over the peritoneal 
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bulge and those in which it has become 
divided longitudinally, permitting the peri- 
toneum to bulge between the divided lay- 
ers. 


Operative Technique 


SHALL here outline the procedures of 

operation which I have found most suc- 
cessful. 

For indirect herniotomy, the sac is sep- 
arated from the cord by sharp scissor dis- 
section. Identification of the sac is fa- 
cilitated by having the patient cough. 
This brings the sac into sharp relief. When 
the surgeon is sure that the sac is empty, 
it is twisted to its base, transfixed and 
ligated. The stump is then buried with a 
purse-string suture of the transversalis 
fascia. The tissue of the cord is included 
in this suture but the cord is not en- 
closed. The remainder of the operation 
is performed in the usual Bassini manner, 
care being taken to close snugly, especially 
in the repair of the lower end where the 
covering of the pelvic bone is sewed to the 
lacunar ligament. 

In direct herniotomy, where the trans- 
versalis fascia is stretched but still intact, 
the fascia is slit lengthwise and the peri- 
toneal sac is stripped from the inner sur- 
face of the fascia. It is surprising with 
what ease this may be done. The fascia 
is then overlapped in the same manner as 
secondary closure for ventral herniotomy; 
i.e., the external layer is brought under- 
neath, overlapped with the internal layer 
and attached with interrupted sutures to 
the shelving edge of Poupart’s ligament. 
The whole is then reinforced in the usual 
Bassini manner. In this procedure the 
peritoneal sac is not opened. If bladder is 
present, it is stripped down with the 
peritoneum. 


- the second variety of direct hernia, in 
which the transversalis fascia is al- 
ready separated, the sac is opened and re- 
moved. The edges of the peritoneum are 
sutured and the inner layer of trans- 
versalis fascia is sutured to the inguinal 


ligament. This is reinforced by the Bas- 
aah method with transplantation of the 
cord. 

1 consider the transversalis fascia the 
principal structure involved in the provo- 
cation of recurrences. Although the 
fascia is weak in this area in the normal 
individual, my experience has shown that 
it becomes thickened and stronger in pa- 
tients with hernia. 
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It is important in any hernial repair to 
suture the fascia overlying the pubic bone 
to the lacunar ligament, thus eliminating 
the possibility of weakness at the lower 
end of the repair. 

The cremaster sewed snugly under the 
cord, especially at the internal ring, forms 
a funnel-shaped sphincter around the cord 
as it emerges at the ring. This fortifies 
the area and aids in preventing recur- 
rences. 

Another trick of technique that also 
helps the avoidance of recurrence is the 
manner of dividing the aponeurosis of the 
external oblique. If it is divided from 
above downward to the external ring 
rather than over a grooved director, as is 
the usual procedure, there is no damage to 
the iliohypogastric and inguinal branches 
of the ilio-inguinal nerves. As_ these 
nerves send downward branches into the 
internal oblique muscle, they should not 
be disturbed. The deep sutures can be 
carried over them without compression. 


I feel that adherence to the surgical 
technique described plus the administra- 
tion of local infiltration anesthesia in the 
greatest number of cases accounts for the 
low incidence of recurrences in the group 
of cases reported here. 


Conclusions 


FOLLOW-UP studies of 220 herni- 

e otomies four years after operation re- 
vealed a recurrence rate of 3.64 per cent; 
only 1.36 per cent of all cases required re- 
pairs. 

2. Operative procedures are offered 
which I feel are responsible for the low 
incidence of recurrence in this group of 
cases. 
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SYPHILIS AND THE GENERAL PRACTITIONER 





Meyer Louis Niedelman, M.D. 
Philadelphia, Pennsylvania 


NEW era is beginning in the control 

and treatment of syphilis. Great for- 
ward strides have been made possible by 
the efforts of induction boards and indus- 
trial and health organizations, and by 
laws requiring premarital and prenatal 
serologic tests, as well as numerous edu- 
cational and publicity projects established 
for this purpose. New and improved 
methods of treatment have been suggested 
which are likely to revolutionize antisyph- 
ilitic therapy" *. The attitude of 
the public is slowly and surely changing. 
Confronted by this confusing mirage of 
lightning cures and miraculous new 
drugs, it is the duty of the general prac- 
titioner to keep his balance, to protect 
his patients from too sudden adoption of 
methods, the actual and final results of 
which may require years to determine, but 
at the same time not to deprive them of 
the benefits that may legitimately be 
expected. Above all he cannot afford to 
meet this problem with mid-Victorian 
squeamishness. Tact and courage are but 
part of the daily armamentarium of 
every physician and he will have special 
use for them in dealing with patients 
suspected of syphilitic infection. His 
duty to his patients differs from that of 
the specialist or public health officer, his 
relation to them is more intimate, and 
frequently he has been well acquainted 
with the family of his patient for years, 
and understands many of their problems 
and difficulties. For this reason, he, above 
all others, is fitted to instruct them as to 
the urgent need and great importance of 
detecting and treating syphilis. There is 
no reason why the general practitioner 
should not become one of the most impor- 
tant agents in disseminating prophylactic 
advice. His patients will include highly 
intelligent persons requiring but little 
persuasion to follow some _ recognized 
course of treatment, as well as ignorant 
and sexually promiscuous subjects to 
whom the transmission of the disease to 


From the Department of Syphilology, Northern 
Liberties Hospital, Philadelphia, Pennsylvania. 

Read before the Philadelphia Medical League, 
January 8, 1945. 
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others means nothing. It is estimated 
that about 10 per cent of the adult 
population is infected with syphilis, and 
that about 500,000 new infections occur 
annually. 

It is then the duty of the general prac- 
titioner to be forever on the alert to detect 
new cases, making use of the most ap- 
proved methods of diagnosis. His ap- 
proach to his patient will be based on his 
knowledge and evaluation of the latter 
as a person. He will sense, as under 
other circumstances, when it may be ad- 
visable to be “rough,” i.e., scare the 
patient a little and dictate rather than 
suggest procedure, and when it may suf- 
fice to discuss the situation frankly. In 
some instances it might be wise to with- 
hold the information that syphilis is sus- 
pected and ask permission to make a blood 
test to diagnose an obscure condition. Once 
diagnosis is established, the patient must, 
of course, be informed as to the legal 
requirements for reporting venereal dis- 
eases. Very great tact is required in 
attempting to investigate contacts and 
sources of infection. If the patient is a 
young man, questioning and examination 
of his family might be superfluous, while 
an investigation of his associates and 
partners in clandestine affairs would be 
more to the point. Likewise in the in- 
vestigation of marital partners, an 
attempt must be made to avoid precipi- 
tating domestic upheavals to further 
complicate the  patient’s predicament. 
Nevertheless the importance of detection 
and treatment of contacts can not be 
minimized and some effort must be made 
to gain the necessary information.” 


Diagnosis 

HE first step in attempting diagnosis 

of suspected syphilis is of course a 
complete physical examination. With the 
possibility of this condition in mind, 
search should be made for such evidence 
as genital lesions, pilot adenopathy, dis- 
seminated cutaneous lesions, erosions of 
the mucous membranes, papules at the 
mucocutaneous junctions, general glandu- 
lar involvement, and loss of hair. Lesions 
simulating those of syphilis include chan- 
croid, herpes progenitalis, suppurative 
conditions, granuloma inguinale, carcinoma 
and gonorrhea. As it is frequently im- 
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possible to determine clinically whether a 
lesion is syphilitic, recourse must be had 
to laboratory procedures. If these are 
not available in his own office the physi- 
cian must refer his patient elsewhere for 
the required tests. Of the latter, the 
dark-field examination has greatest im- 
mediate clinical value, and it should be 
performed immediately on suspicion of 
syphilis, and should be repeated on three 
or more successive days if found negative. 
Dark-field examination of serum aspirated 
from the genital or glandular lesions may 
be needed for final diagnosis. Allergic 
tests may be given to rule out lympho- 
granuloma venereum =  and_ chancroid. 
Serologic tests are indicated in every case, 
and should be repeated for at least three 
months after onset of symptoms. Titer 
determinations are indicated in case of 
weak positive reactions. The dark-field 
examination can be used for diagnosis of 
nearly all secondary lesions and is rapid 
and definitive. In using this test, it is 
important to make a careful differentia- 
tion of non-syphilitic from syphilitic spiro- 
chetes. The presence of syphilitic spiro- 


chetes is positive proof of syphilis, and 
is an indication for immediate treatment. 
It is also important to keep in mind that 
the new penicillin treatment of gonorrhea 
may temporarily destroy spirochetes, and 


thus lead to a false negative dark-field 
test, masking the presence of syphilis. 
Every patient in whom gonorrhea has 
been diagnosed should have a follow-up 
test for syphilis. 


N the secondary stage of syphilis, the 

serologic test is, as a rule, 100 per cent 
positive, and a negative result usually 
rules out syphilis. Symptoms, which ap- 
pear singly or in combination which 
should suggest syphilis, are rash, a grippy 
feeling, pains- in the bones, mucosal 
lesions, iritis and alopecia. To cite 
Moore, “For any physician, no matter 
what his specialty, unless he has had spe- 
cial dermatologic training, the only safe 
rule on diagnosis is to disregard entirely 
the niceties of clinical diagnosis, to sus- 
pect secondary syphilis in any generalized 
skin eruption, no matter what its duration 
or appearance, and to test its suspicion 
by an immediate serologic test of the 
blood.” 

Late syphilis‘ is the stage occurring 
about the fourth year after infection, and 
in some cases sooner. Patients in this 
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stage may be asymptomatic and the re- 
sults of physical examination, fluoroscopy 
and x-ray of the aorta negative as well 
as the spinal fluid. Or they may be in 
process of developing syphilis of the 
bones, skin, cardiovascular or central 
nervous system. Examination must yield 
absolutely negative results before latency 
can be ruled out. In cases of latent 
syphilis with positive serologic tests, 
when the clinical examination reveals no 
abnormal findings, and the spinal fluid is 
negative, the guiding factors for future 
treatment must be age, the duration of 
the disease, and the amount of previous 
treatment. About 25 per cent of the 
patients in this class will become spon- 
taneously serologically negative. 


ORTUNATELY, owing to the prompt 

detection and treatment of syphilis in 
pregnant women, clinically manifest con- 
genital syphilis is becoming increasingly 
rare. Diagnosis becomes therefore, more 
and more a laboratory procedure. It should 
be kept in mind that Wassermann reac- 
tions in infants less than two weeks of 
age are not reliable. However, no infant 
is too young for antisyphilitic treatment. 
Infants born clinically and serologically 
negative from positive mothers should 
be watched carefully, and checked by 
serologic tests up to five years of age 
before being discharged as_ negative. 
Among the clinical signs of syphilis ap- 
pearing within the first two or three 
months of life may be mentioned rhinitis 
(snuffles), skin lesions, osteitis, and peri- 
ostitis. For the treatment of prenatal 
syphilis neoarsphenamine, mapharsen, sul- 
farsphenamine or bismarsen may be used. 
Bismuth is used in conjunction with these 
drugs. 


Treatment 


N discussing treatment with his patient, 

the doctor must likewise begin by 
instructing him as to the methods avail- 
able, the probable cost and the duration of 
treatment. The patient will then finally 
make his own choice. Of course, when 
confronted by unintelligent, uncooperative 
persons, it is best to refer them to the 
public health authorities. The more recent 
short intensive treatments are not usually 
suitable for office treatment or admin- 
istration by the general practitioner. 
They are, moreover, still more or less in 
the experimental stage, and are accom- 
panied by a high percentage of unde- 
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sirable reactions. There is little doubt 
that eventually these methods will super- 
sede the older more prolonged methods of 
treatment, but a patient, in selecting any 
one of them for himself, should do so only 
with a full understanding of the situa- 
tion.” Their various possibilities, dangers, 
cost, and the location of centers where 
they may be available should be explained 
to the patient. 

Practitioners have for many years been 
greatly helped in their management of 
syphilitic patients by the Cooperative 
Clinic Group, which has its own recom- 
mendations and schedules of treatment. 
Their method is known as the eighteen 
month system. The Army Plan, as out- 
lined by Turner and Sternberg,” con- 
sists of alternating courses of arsenoxide 
and bismuth over a period of 26 weeks. 
Goodman describes the treatment’ of early 
syphilis and also an intensive treatment 
suitable for ambulatory patients, requir- 
ing only fours days.” 


IVE-DAY drip and other systems of 

intensive arsenotherapy for syphilis 
show that the results obtained by these 
methods are just as good as by more pro- 
longed methods, but the incidence of toxic 
reactions is higher. Bi-weekly and tri- 
weekly systems of intensive arsenotherapy 
have likewise been recommended, and here, 
too, the margin of safety seems to dimin- 
ish with the duration of treatment. It has 
been estimated that serious toxic reac- 
tions may be expected when the period of 
treatment is from 10 to 20 days. A six- 
weeks system, with equally good results 
and no toxic reactions, has been described. 
It is generally agreed that the most rea- 
sonably safe and effective method is the 
six month system used by the Army. 
The type of treatment to be recommended 
will depend upon the individual case. 
Uncooperative and unreliable patients 
should certainly be advised to take short 
term treatments, as a measure of pro- 
tection not only to themselves but to 
the public. An _ intelligent cooperative 
patient, on the other hand, may have the 
advantage of the more prolonged, less 
dangerous treatment. At present, some 
period between six weeks and six months 
is considered as optimal for the treatment 
of early syphilis. 

Owing to the great demand for peni- 
cillin for our troops, it will probably be a 
long time before penicillin is used gen- 
erally for early syphilis, but results of 
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treatment have been most encouraging. 
Primary and secondary lesions heal rap- 
idly following small doses of the drug, but 
large doses over a longer time are needed 
for best results. Penicillin’ “” is usually 
given in divided doses by intramuscular 
injection; 25,000 to 50,000 units may 
be administered every three hours day 
and night to a total of 60 injections in 
seven and one-half days. Relapse appears 
to be more common following intravenous 
administration. Penicillin has been found 
to have a beneficial effect in early asymp- 
tomatic neurosyphilis, acute syphilitic 
meningitis, as well as in early con- 
genital syphilis and in the case of syph- 
ilis in which the patient is resistant to 
arsenic and bismuth. The only trivial 
reactions which have been noted are the 
Herxheimer reaction, urticaria, headache 
and local pain, which may be prevented 
by reducing the dose for the first 24 
to 48 hours. Good results with peni- 
cillin have been obtained also in late 
congenital syphilis. The drug is. not 
effective orally. It may be used locally 
in the form of a dry powder. 

Dattner and Thomas’ have reported 
encouraging results in the treatment of 
neurosyphilis with malaria combined with 
mapharsen. After completion of the fever 
cure, injections of 0.060 mapharsen are 
given daily for only 10 days. 


HE cure of syphilis may be biologic, 


serologic or symptomatic. Biologic 
cure implies complete eradication of the 
treponema, leaving the patient as before 
infection. The patient is then likewise 
serologically and symptomatically cured. 
Serologic cure implies that both the blood 
and spinal fluid tests remain persistently 
negative throughout the life of the patient. 
Symptomatic cure implies that the patient 
remains well and free from all clinical 
signs and symptoms of the disease, is in- 
capable of transmitting it to others, and 
shows persistently negative serologic and 
spinal fluid findings. 

In attempting to give the patient some 
idea of what he may expect from the 
treatment, it is safe to say that 95 per 
cent of adequately treated cases of early 
syphilis will remain symptomatically 
cured. In “early” late and latent syphilis, 
although symptomatic cure may be ob- 
tained in a high percentage of cases, a 
complete biologic, serologic and sympto- 
matic cure will occur in only about 65 
per cent. 
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Spontaneous cure, manifested by a 
negative Wassermann and no clinical evi- 
dence of the disease, may be expected in 
about 25 per cent of cases without treat- 
ment. About 35 per cent of untreated 
eases will develop latent syphilis, and 
about 40 per cent late syphilis. About 
15 per cent of patients with apparently 
latent syphilis actually have asympto- 
matic neurosyphilis. 

The best time to treat syphilis is in the 
seronegative stage, i.e., before the patient 
has developed a positive blood reaction, 
when a complete biologic, serologic and 
symptomatic cure may be expected in 
practically 100 per cent of cases. If the 
treatment is delayed until the secondary 
stage, when the blood test is positive, the 
hope of cure drops to 80 per cent. At 
this stage, infectiousness “is at its peak, 
and vigorous treatment is imperative 
from a public health standpoint. Most, 
syphilitics remain infectious up to two 
years after they have acquired the dis- 
ease. Early infected plethoric syphilitics 
should be treated continuously and vigor- 
ously with a potent arsenical and bismuth 
compound until the infection is eradicated. 


N early syphilis, of less than four years 

duration, alternating courses of ten 
arsenicals and ten bismuths are recom- 
mended until at least thirty arsenicals and 
forty bismuth injections are given. The 
average patient should become seronega- 
tive by the fourth month of this treat- 
ment. If, at the end of a six-months 
period, the blood is still positive, the 
spinal fluid should be examined. If, after 
this time, the blood shows a weakly posi- 
tive reaction, or if positive tests appear 
among the negative, infectious relapse or 
neurosyphilis must be suspected. 


Great progress has been made in the 
control and treatment of syphilis during 
pregnancy,” *** *" with a resulting de- 
crease in the number of stillbirths and of 
syphilitic offspring. It has been empha- 
sized that in the treatment of syphilis 
during pregnancy, treatment is directed 
primarily to the fetus and not the mother. 
Syphilis during pregnancy is most often 
isymptomatic and diagnosis depends upon 
the blood test. Pregnant women tolerate 
antisyphilitic treatment very well. How- 
ever, as the aim is not primarily to cure 
the mother but to protect the fetus, it is 
unnecessary to administer very large 
oses. Before treatment, a very complete 
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examination must be made, especially of 
the heart, kidneys and liver, and through- 
out treatment a careful record must be 
kept of the condition of the urine, the 
blood pressure, reactions to individual 
injections, as well as weight loss, itching, 
eye discoloration and general physical 
condition. In the presence of any dis- 
turbing symptoms, great caution is indi- 
cated in dosage or change to another 
arsenical.” Combined or alternating 
courses of bismuth and arsenic are recom- 
mended with treatment so arranged that 
arsenic is given in the last few months. 

According to Dippel,* there seems to be 
a natural protection of the fetus against 
syphilis for the first seventeen weeks of 
existence. But Wassermann positive 
mothers should receive treatment before 
the eighteenth week of pregnancy, and 
both Wassermann positive and negative 
mothers must have treatment before the 
twenty-third week of pregnancy, or about 
50 per cent of their offspring will be 
syphilitic before viability is attained. 
According to McDermott,” intensive forms 
of therapy are contraindicated in preg- 
nancy. Although some writers” have 
reported good results with intensive ther- 
apy, others are of the opinion that dur- 
ing pregnancy there is a greater tendency 
to hemorrhagic encephalitis and toxic 
hepatitis. Daily® states that it is never 
too late to begin treatment in pregnancy, 
and that frequently a small amount of 
arsenic administered late in pregnancy 
is more effective than when administered 
in the first five months of treatment. 


IX determining whether to treat a 
woman who is seronegative, but has a 
history of syphilis, one must consider the 
time of syphilis, the nature and duration 
of previous treatment, and the results of 
previous pregnancies.’ If any two of these 
points are unfavorable, it is recommended 


that treatment be begun at once. In case 
of recent marriage to a syphilitic husband, 
and the woman is pregnant, two serologic 
tests a week should be taken for the 
first three months, and then each month 
during pregnancy. No treatment is indi- 
cated unless the blood test becomes posi- 
tive. Where one has to deal with old 
syphilis in the husband, and the woman 
is healthy, no treatment is needed. Re- 
cently, several writers’ * have reported 
that neoarsphenamine is superior to 
other drugs in the treatment of syphilis 
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in pregnancy. In one comparative series, 
it was found three times as effective as 
mapharsen and ten times as effective as 
acetylarsan, yielding the largest number 
of live births and the largest number of 
non-syphilitic babies. If asymptomatic 
syphilis is detected very late in preg- 
nancy, treatment is not recommended, 
and it is also contraindicated in the pres- 
ence of toxemia of pregnancy or of a 
history of severe reaction or sensitivity 
to antisyphilitic drugs. It has been sug- 
gested that a few liver extract injections 
and ascorbic acid injections prior to 
treatment may help to prevent toxemia. 
Also in syphilis not complicated by preg- 
nancy, crude liver extract has been found 
of value in diminishing the number of 
undesirable reactions to treatment. 


Conclusions 


F syphilis is to be recognized and 

adequately treated, the physician into 
whose office a great majority of patients 
with this disease will come must be aware 
of the modern methods of diagnosis and 
treatment. It is impossible for the aver- 
age physician, or even the trained spe- 
cialist, to possess sufficient knowledge of 
all the medical specialties to permit him 
to recognize all the various manifestations 
of syphilis. 

He must remember that syphilis is a 
prevalent disease, can be imitated by 
many other diseases, and spares no creed, 
color or race. As Ramsay Hunt has said, 
“The most successful diagnostician of 
all is he who has the clinical report in 
his right hand, those from the laboratory 
in his left hand, and the patient before 
him.” 


The War on Blindness 


REMINDER of the surprising prog- 

ress made in the last few decades in 

the war against blindness is provided by 

the last annual report of the National 
Society for the Prevention of Blindness. 

At the time the society was founded in 

1909, the report says, 25 per cent of the 
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children enrolled in schools for the blind 
were there because of one disease alone, 
ophthalmia neonatorum. But today, the 
report continues, “the number of children 
blind from that cause has been reduced 
by 75 per cent.” Here is splendid evi- 
dence that the unceasing efforts to com- 
bat this deplorable affliction have met with 
a great measure of success. 
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CLINICAL NOTES 





UNUSUAL SKIN MANIFESTATIONS DUE TO 
HYPOTHYROIDISM 


Sophie A. Lurie, M.D. 
Los Angeles, California 


WHITE, fifteen-year-old American boy 

was kept out of school, bedridden, 
for one year, because he had albumin in 
his urine. He was referred to me on 
account of having acne vulgaris and “ath- 
letic feet.” 

In spite of his youth, he looked like 
“a little old man,” having a pasty, puffy 
face. 

His two great toes and the right middle 
toe were bluish red in color, shiny, en- 
larged in size, showing a slight desqua- 
mation, and very itchy. He had had this 
skin condition for three years. 

A diagnosis of perniosis had been 
made; however, it was strange to see 
“frostbitten” feet in Southern California. 

A search for the cause was done. The 
urine was tested on several occasions be- 
fore and after rest with no signs of the 
presence of albumin, but once showed 
traces of it. 

Urine was watery, specific gravity from 
1003 to 1010, strongly acid most of the 
time, microscopically normal. 

Wassermann and Kahn of the blood 
negative. 

Red corpuscles per cubic mm.—4,500,000 

Hemoglobin—82.8% 


+ 


American Mission to Lepers 


LANS for a Postwar Anti-Leprosy 

Program aimed at the control and pre- 
vention of leprosy in eight countries of 
Asia and Africa where the disease has 
made serious inroads among the inhabi- 
tants were announced at a luncheon re- 
cently given by the American Mission to 
Lepers, at the University Club, 5th Ave- 
nue and 54th Street, New York City. 

Fhe speakers were Dr. Jean Alonzo Cur- 
ran, president and dean of the Long 
Island College of Medicine, who was 
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-Color Index—0.9 

White corpuscles—6,000 

Neutrophiles—63 % 

Lymphocytes—36 % 

Large Mononuclears—1% 

Blood Platelets—300,000 

Blood Cholesterols—260 mgs. 

Basal Metabolism Rate—minus 31 

Blood Pressure 103/70; pulse 62, slight- 
ly irregular; weight 118 pounds. 

Orthostatic albuminuria or nephrosis 
due to hypofunction of the thyroid was 
considered because of the patient’s* history 
of albuminuria without any underlying 
cause in the past. 

As soon as the patient commenced tak- 
ing tablets of thyroid substance, gr.1/10, 
and gradually increasing the dose to gr.jj 
daily, his toes began to improve simul- 
taneously with his general progress, and 
in the next two and a half months be- 
came entirely normal in color and shape. 

In many years of my medical practice, 
it was my first opportunity to see the 
above described manifestations; I thought 
it would be of interest to report this case. 

Note: The patient regained perfect 
health. He was inducted into the Navy 
and recently referred to Harvard Uni- 
versity for special study. 

610 SOUTH BROADWAY. 


formerly executive director of the Ameri- 
can Foundation for Tropical Medicine, Dr. 
Eugene R. Kellersberger, general secre- 
tary of the American Mission to Lepers, 
who was one of the foremost medical 
missionaries in the Belgian Congo, and 
Dr. Emory Ross, chairman of the Postwar 
Anti-Leprosy Program. Dr. William Jay 
Schieffelin, president of the American 
Mission to Lepers, was chairman. 

At the present time there are an esti- 
mated 5 to 10 million cases of leprosy in 
the world. 
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MENDEL, MAJOR PROPHET OF GENETICS 


ie was only about seventy-five years ago 
that Mendel, an Austrian monk, made 
the experiment which has been truly said 
to be of more importance to the human 
race than the discovery of the steam 
engine. 

What was this experiment, described in 
the simplest possible language? 

It was an experiment with the common 
pea, and what Mendel was after was to 
determine the way in which fixed varieties 
found within a species are related. These 
fixed varieties breed true to type and are 
self-fertilizing. Having crossed certain 
varieties, Mendel studied the results in 
successive generations of these crossed 
varieties. 

When he crossed tall plants with dwarfs 
(both ordinarily breeding true to type as 
regards height) he found that all the 
resulting plants were as tall as, or taller 
than, the tall parents. So he called tall- 
ness a dominant characteristic and short- 
ness a recessive characteristic. 

But the seeds of this tall first generation, 
after planting and the attainment of full 
development, gave mixed results. Thus 
there were three times as many tall plants 
as short, and no intermediates. 

The short plants of this second genera- 
tion bred true, but not so the tall ones. 
Some of the latter bred true, some pro- 
duced three tall to one short one, like the 
original tall hybrids. Mendel found that 
the number of tall plants that bred true 
was just half of the number that produced 
dwarfs. 

Upon this experiment hang all the law 
and the prophets of heredity. 


ATESON says that “had Mendel’s 

work come into the hands of Darwin, 
it is not too much to say that the history 
of the development of evolutionary phi- 
losophy would have been very different 
from that which we have witnessed.” 

It was Mendel’s disagreement with the 
views of Darwin which impelled him to 
begin his eight years of experiment on 
peas. But his scientific papers (published 
in 1866 and 1869) received no attention. 

When he was appointed Abbot (Pralat) 
of the Ké6niginkloster at Briinn (in 
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Moravia, old Austria) his experiments 
in the garden of the Augustinian mon- 
astery of St. Thomas came to an end, 
as his official duties were heavy and he 
engaged in a battle of many years dura- 
tion with the government over a law 
imposing special taxes on the property 
and income of religious houses. Although 
after his death the tax was removed 
“without debate or dispute,” the pro- 
tracted trouble and litigation, involving 
seizure of the cloister and financial dis- 
tress, injured his health and he died of 
chronic nephritis January 6, 1884, at the 
age of sixty-one. 

One of the strangest facts in the his- 
tory of science is the total neglect of 
Mendel’s discovery up to 1900—a period 
of about thirty years. The credit for 
the rediscovery and confirmation of Men- 
del’s work is due to de Vries, Correns and 
Tschermak. Mendel had then been dead 
about six years. 

Can such neglect of a discovery as 
significant as Mendel’s be accounted for? 

It can, in part. Bateson reminds us 
that it was the general acceptance of the 
Darwinian doctrines, then coming into 
great prominence, which put a damper 
on the experimental work on the prob- 
lem of species in the field of hybridiza- 
tion. Darwin’s views caused a stampede 
into other and more attractive lines of 
work. The tedious observations of the 
hybridizers were supposed to have led to 
no definite result; moreover, “the ques- 
tion, it was imagined, had been answered 
and the debate ended.” 

Darwin himself, as honest an investi- 
gator as ever lived, would have hailed 
Mendel’s discovery had he known about 
it, and modified his doctrines accordingly. 
Darwin died in 1882, eight years before 
the rediscovery of Mendel’s work. 

We wonder how much other buried 
treasure there is, perhaps as precious as 
Mendel’s? 


F Mendel’s scientific colleagues failed 

to see the significance of his work, 
what of the educated men in his private 
circle? 
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In Mendel’s immediate monastery en- 
tourage there was no one who knew him 
to be a great scientist. That the group 
was a brilliant one is clearly evident in 
the study of its individual members by 
Hugo Iltis. This failure on the part of 
his colleagues to sense the real nature 
and importance of the man’s work seems 
to us to be symbolized by the verses writ- 
ten by one of his associates on the occa- 
sion of his death, with the naive and 
sentimental line regarding flowers: 

Gentle, free-handed, kindly to one and all, 

Both brother and father to us brethren was he. 

Flowers he loved, and as a defender of the law 
he held out against injustice, 

Whereby at length worn out he died from a 
wound of the heart. 


As for the many notables present at the 
funeral—representatives of governmental 
authority, professors, teachers, members 
of the Catholic clergy, the Protestant 
pastor, the Jewish rabbi, and representa- 
tives of the numerous societies in which 
Mendel had worked—‘not a single one 
of those present on the occasion knew 
that a great scientific investigator, a man 
of imperishable reputation, had passed 
away” (Iltis). 


READING of Mendel’s two papers 

makes one wonder only the more how 
the significance of his masterful demon- 
stration of the unity (that is, a generally 
applicable law) in the developmental 
plan of organic life (Mendel’s own lan- 
guage) could have been overlooked by his 
contemporaries, despite the lure of Dar- 
winism; for Mendel’s clear conception and 
statement of the three primary necessities 
—the determination of the number of 
different forms under which the offspring 
of hybrids appear, the arrangement of 
these forms with certainty according to 
their separate generations, and the ascer- 
tainment of their statistical relations— 
was not only new in his day but badly 
needed by the world of science. 


Baboons (and Men) Are Only 
Primates That Are Near-Sighted 


ABOONS, the only sub-human pri- 
mates that have abandoned the trees 
for a life in the open country, are also 
the only members of that group of living 
creatures (aside from their human cous- 
ins) with wide prevalence of near-sighted- 
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Of course, one has always to take into 
account the man’s own modesty, which in 
his case was certainly related to his 
greatness. He is known only to have 
said of his work: “Meine Zeit wird schon 
kommen!” The modesty of the man is 
revealed in the paper of 1866, where he 
says in one place: “Whether the plan 
upon which the separate experiments 
were conducted and carried out was the 
best suited to attain the desired end is 
left to the friendly decision of the 
reader;” and at the outset of this paper 
he pays a tribute to the numerous investi- 
gations of other careful observers in this 
field, naming five. 

A. O.d, 


ness, according to the Better Vision In- 
stitute. The apes, monkeys, lemurs and 
other primates that still swing from tree 
to tree in the shade are generally far- 
sighted. 

Human beings and the higher primates 
are the only creatures that have a cen- 
tral area for sharp vision, known as the 
“yellow spot,” in the retina of the eye. 
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Executive Secretary of the New York State Committee of the 


American Society for the Control of Cancer, Inc., assisted 





by Charles William Hennington, B.S. (Rochester), M.D. 


(Hopkins), F.A.C.S. 


SURVIVALS FOR FIVE TO NINE YEARS OF PATIENTS TREATED 
FOR CANCER IN THE HOSPITALS OF ROCHESTER, NEW YORK. 


AST year we were able to follow 163 
patients who had survived for from 
six to nine years inclusive. 

This year we were unable to obtain re- 
ports on fifty-eight of these. (Table 1) 
This loss and the loss of forty-two cases 
reported last year we ascribe to-the ab- 
sence, in the Armed Services, of the physi- 
cians under whose management many of 
these patients were and to the fact that 
the Social Service activities of the hospi- 
tals were understaffed. 

This year we are adding 111 new cases 
from our hospitals; patients who were 
treated for cancer of various organs in 
19389 and who become five year survivals 
this year. This brings the total record of 
five year survivals to 774. In all of the 
cases the diagnosis has been confirmed 
from a re-examination of the histological 
material by a committee composed this 
year of William B. Hawkins, M.D., Asso- 
ciate Professor of Pathology, School of 
Medicine and Dentistry, University of 
Rochester; S. Miles Bouton, M.D., Di- 
rector of Laboratories, St. Mary’s Hos- 
pital, and Nicholas W. Popoff, M.D., Di- 


Reported at the Twentieth Annual Meeting of the 
New York State Committee of the American Society 
for the Control of Cancer held at St. Mary’s Hos- 
pital, October 3, 1944. 


rector of the Department of Pathology, 
Genesee Hospital. 


ROCHESTER GENERAL HOSPITAL 


- Antrum (Basal Cell) Jones 

- Bladder Garlick 

Bladder Garlick 

Breast D’Amanda 

. Breast McLaughlin 

Breast Farlow 

. Breast D’Amanda 

- Breast Calloway 
Breast Prince 
Breast Prince 

- Breast Prince 

- Breast Prince 
Colon Fenstermacher 

- Lip (Basal Cell) Calloway 

- Lip (Basal Cell) Fenstermacher 
Lip (Squamous Cell) Lingeman 

. Nasopharynx Nash 
Prostate Garlick 

. Rectum Prince 

- Sigmoid D’Amanda 

kin (Squamous Cell) Lingeman 

. Skin (Basal Cell) Cestello 

.- Skin (Basal Cell) Lingeman 

. Skin (Basal Cell) Lingeman 
Skin (Basal Cell) Lingeman 

. Skin (Squamous Cell) Prince 

. Sarcoma (Neurogenic-right leg) Calloway 

- Stomach Houghton 

- Stomach Calloway 


DIR orm OO 


Uterus 


D’Amanda 
Potter 
Farlow 
Fairbanks 
Prince 
Stewart 
D’Amanda 
Potter 


. Cervix 

. Cervix 
. Fundus 
- Fundus 
Fundus 

5. Fundus 
. Fundus 
. Fundus 


* This patient developed a similar tumor in 1943. 





GENESEE HOSPITAL 


Paine 
Paine 
3. Bladder Paine 
- Breast Fisher 
5. Breast Sumner 
- Breast Mitchell 
- Breast Davis 
- Breast Bratt 
- Colon Houck 
. Eye (Glioma) Barber 
. Skin (Sebaceous gland Staff 
carcinoma) 
2. Stomach Dickinson 
3. Ureter Paine 





tes 


¢t In this case the eye was enucleated in 1933. 


HIGHLAND HOSPITAL 


- Breast Dean 
. Kidney Evans 
- Stomach Gibb 
. Testicle Parlow 
Uterus 
. Cervix 
6. Cervix 


Parlow 
Bascom 
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STRONG MEMORIAL HOSPITAL Five Year Cures, 1944, 111: Genesee, 13; 
1. Antrum 18. Cervix Highland, 6; Park Avenue, 12; Rochester 
ca = ton General, 37; St. Mary’s, 8; Strong Me 
4. — to a morial, 35. 
ao reas ° . . 
6. Breast 23. Cervix These cases were distributed as fol- 
Hs —- = ae lows: antrum, 2; bladder, 7; breast, 26; 
9. Skin (Squamous) 26. Cervix cecum, 1; colon, 2; kidney, 2; lip, 4; 
- — + err i nasopharynx, 1; ovary, 4; parotid, 1; 
+ Skin (Basal Cell) Cervix prostate, 2; rectum, 1; sarcoma, 2; (one 
a C Fy : ; : see - 
Shin (Basal Cell —— glioma of the eye) sigmoid, 2; skin, 15; 
. Sub-Maxillary : Fundus stomach, 4; submaxillary gland, 1; tes- 
Uterus Fundus ticle, 1; ureter, 1; uterus, 32 (Cervix 


Corvi 
+ een i 19-Fundus 13). 





TABLE 1 


To be 
accounted 
for Living 
Carcinoma of the Breast 

Treated in 1935 (9 year survivals) 11 8 
Treated in 1936 (8 year survivals) 20 15(2) 
Treated in 1937 (7 year survivals) 21 12(3) 
Treated in 1938 (6 year survivals) 15 7(5) 


Carcinoma of the Gastro-intestinal Tract 
Treated in 1935 4 7(3) (note) 
Treated in 1936 3 
Treated in 1937 5(1) 
Treated in 1938 2 


Carcinoma of the Genito-urinary Tract 
(except uterus and ovary) 
Treated in 1935 
Treated in 1936 
Treated in 1937 
Treated in 1938 


coors cocce 
~ 
~ 
~ 


Carcinoma of = Ovary 
Treated in 
Treated in 
Treated in 
Treated in 


ooce 
~ 

ao 

~ 


Carcinoma of the Uterus 
Cervix 
Treated in 1935 
Treated in 1936 
Treated in 1937 
Treated in 1938 


Fundus 
Treated in 1935 
Treated in 1936 6 
Treated in 1937 10(11) (12) 
Treated in 1938 (13) 


exco oewoce 


Miscellaneous Malignancies 
Treated in 1935 
Treated in 1936 
Treated in 1937 
Treated in 1938 











(1) One with late recurrence. 

(2) One lost last year taken up again this year. 

(3) Three lost last year taken up again this year. 

(4) One of cancer, one of apoplexy. 

(5) Two with recurrence. 

(6) Two reported lost last year taken up again this year 

(7) One died of cardiovascular disease. 

(8) One died of cancer, 

(9) One stump cancer. 

(10) One patient reported as new in 1943 was found to be a duplication and is removed. 

(11) One patient operated for cancer of the fundus in 1938 “as operated for cancer of the rectum in 

the same year. 

(12) One chorionepithelioma. 

(13) One case of double cancer, cervix and sigmoid. 

(Note) One of these patients was operated on late in 1955 for cancer of the rectum. In 1938 she had 
a recurrence. Since 1938 she has been reported annually as living and well. So she is a nine 


year survival as of 1935 and a six year survival as of 1938. 
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PARK AVENUE HOSPITAL 


- Bladder Melen 

. Breast Hondorf 

- Breast Lenhart 
Breast Lenhart 
Cecum Sampson 

. Kidney Garlick 

Lip Hardenbrook 
. Ovary Hardenbrook 
. Prostate Garlick 

. Skin (Basal Cell) Gage 

. Skin (Basal Cell) Gage 

- Uterus (Cervix) Gage 


—— = 





ST. MARY’S HOSPITAL 


- Breast Costello 
Breast Simpson 
Breast Simpson 
Breast Pfaff 

Ovary Simpson 
. Parotid Saxe 

. Sigmoid Simpson 
. Uterus (Fundus) Simpson 


oD OO 
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INCE this study was begun in 1930 
209 of the patients are known to 
have survived into the ten year period. 
So of all the patients, who, during these 
fourteen years, reached the five year 
survival period 27.0 per cent are known 
to have reached the ten year period. How- 
ever, this figure is based on the total num- 
ber of patients on the five year survival 
list. If we discard the 137 cases that have 
been lost we find that 32.7 per cent of 
those who reach the five year point reach 
the ten year period. 
During the same time there have been 
sixty deaths from late recurrence and 
metastasis (7.7 per cent). If based on the 


637 patients known to be living this year 
the percentage becomes 9.4. This number 
is, of course, too small for accuracy; but 
it points to a conclusion that we may look 
for a late recurrence or late manifesta- 
tions of metastasis in about 10.0 percent 
of the patients who survive five years. 
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The National Sanitation Foundation 


OCTOR Henry F. Vaughan, dean of 

the School of Public Health of the 
University of Michigan, announces that 
the National Sanitation Foundation has 
been chartered in Michigan with head- 
quarters at the School of Public Health, 
Ann Arbor, for the purpose of promoting 
progress and betterment in environmental 
sanitation, health and education. 

The Foundation will be eoncerned with 
the advancement of scientific research, ex- 
periments, demonstrations, evaluations 
and the practical application of new and 
coordinated knowledge in the field of en- 
vironmental sanitation. 

Studies in food sanitation and food han- 
dling techniques will receive early con- 
sideration. Selected studies sponsored by 
colleges, universities and public health 
agencies and departments of federal, state 
aid local governments will receive mate- 
rial aid. 
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Medical Corps Officer 
Awarded Bronze Star 


APTAIN Sumner D. Davis, MC, of 

Talladega, Ala., has been awarded the 
Bronze Star, for “heroic achievement in 
connection with military operations against 
the enemy near Santa Rosa, Island of 
Guam, M. I., on August 12, 1944.” His 
citation continues “while accompanying a 
patrol which encountered heavy enemy 
fire in a thick jungle area, Captain Davis 
administered medical aid to members of 
a patrol who were wounded. He carried 
them to the ambulance and risked his life 
to make possible their rapid evacuation 
under fire. He then aided in evacuating 
the dead. His conduct was an inspiration 
to the men of his battalion.” 

Captain Davis was born in Jermyn, Pa. 
He obtained his medical degree from the 
University of Maryland in 1933, entered 
the Army as a First Lieutenant in 1942, 
and was promoted to Captain in 1943. 
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ROBERT T. MORRIS, M.D. 
1857-1945 





Malford W. Thewlis, M.D. 
Wakefield, R. I. 


OBERT TUTTLE MORRIS, surgeon, 

naturalist, sportsman, and _ horticul- 
turist, died after 87 years full of fight 
and science. I say this advisedly because 
he loved to fight. He told me that life 
was like a football game and he liked 
football. To describe him as original and 
magnetic is to put it mildly. He wrote 
about unusual things in an unusual man- 
ner. He admitted that his book Editorial 
Silence was an impudent one. 

Dr. Morris was born in Seymour, Con- 
necticut, on May 14, 1857, son of Luzon 
Burritt Morris, Governor of Connecticut 
in 1894, and Eugenie Laura (Tuttle) 
Morris. He was a grandson of Eli Gould 
Morris. He did not agree with his Puri- 
tan ancestors who said “If it was their 
way it was God’s way and what was 
good enough for the Lord was good 
enough for them.” This self-righteousness 
always incited in Dr. Morris a spirit of 
challenge. 


N 1876 Dr. Morris matriculated in the 

three years’ natural history course of 
Cornell University. Completing that he 
attended three courses of lectures under 
Burt G. Wilder, F. H. Whittemore, 
and William B. Clark, in the College of 
Physicians and Surgeons, New York, and 
received the degree of M.D. in 1882. He 
served on the Bellevue Hospital staff, 
fourth surgical division, 1882-84; attended 
various European clinics in 1884-85; re- 
ceived the honorary degree of A.M. from 
Centre College, Kentucky, in 1891. He 
began the private practice of medicine in 
New York in 1886. He was professor of 
surgery for nearly twenty years at the 
New York Post-graduate Medical College. 

His books, numbering 10, and contri- 
butions in the press and in medical jour- 
nals covered a wide variety of interests 
from geological formations to journalism. 
His first published original work includes 
researches on the nature of appendicitis; 
the mechanism of fracture of the fibula 
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by inversion of the foot; the anatomy and 
mechanism of subluxation of the head of 
the fibula. In 1886, he issued a work on 
How to Treat Wounds Today, and in 1895 
published Lectures on Appendicitis. 

When Second Era surgeons were com- 
placent in tradition he cracked the whip 
with a little book which made surgeons 
listen to Third Era principles of Lister. 
When Third Era surgeons were prepared 
to settle down in easy-chairs of custom, 
Robert T. whittled some Fourth Era epi- 
grams down to fine points. 

He topped his celebrated “inch and a 
half incision” for appendectomy with a 
week and a half confinement. He was 
known as “inch and a half, minute and a 
half, week and a half Morris.” Someone 
added “dollar and a half” just to round 
out the matter. He just did not like 
“ghastly gashes” on the abdomen and 
accused surgeons of “committing taxi- 
dermy.” He demonstrated his technic of 
appendectomy by using only a pair of 
scissors, a needle and an artery forceps. 
Many controversies resulted from his 
pioneer teachings, but he lived to see the 
time when many of his methods were 
almost universally adopted. 

Other books written by Dr. Morris were 
Hopkins’s Pond, Dawn of the Fourth Era 
of Surgery, Tomorrow’s Topics Series, 
Microbes and Men, A Surgeon’s Philoso- 
phy, Doctors Versus Folks, The Way Out 
of War, Nut Growing, and Editorial 
Silence. In his book on the Third Era of 
Journalism, he featured human accom- 
plishments instead of human error. His 
last book, Fifty Years A Surgeon, 1935, 
was widely read and is one of the most 
fascinating books I know. 


R. Morris was no great admirer of 
mankind. He said “Man is the only 
mammal that kills his own kind directly, 
and in that act indicates that he is work- 
ing abnormally in opposition to natural 
law. The reason why he works abnor- 
mally is because he has defective brain 
construction.” 
On his 440-acre estate in Stamford, 
Connecticut, he planted no less than 26 
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varieties of chestnuts—and gave sanc- 
tuary to all types of wild birds, except 
birds of prey. He developed a new horti- 
cultural principle in tree propagation 
which is now being applied successfully 
in many parts of the world. He believed 
that in the Third Era of food supply men 
will turn to subsoil and water crops which 
do not exhaust fertility of the soils and 
water and which do not require large ex- 
penditures of time, labor and money. The 
Fourth Era in food supply, according to 
him, will probably include the transform- 
ing of cellulose into sugar and starch. 
When I began practice in New York 
City, in 1924, it was my good fortune to 
have an office next door to his. Within a 
half hour after my arrival, Dr. Morris 


Serological Tests for Separation Centers 
EROLOGICAL tests for Army separa- 
tion centers are now being made at 

nearby Army laboratories instead of by 

the Public Health Service as formerly. 

This change was made because of the 

shipment difficulties encountered which 

were causing a high percentage of spoilage 
and breakage. 

All soldiers are given a complete physi- 
cal examination before separation from 
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called on me and referred a patient to me. 
After that we saw each other frequently 
and his stimulating conversation was of 
great help. Although he retired as Pro- 
fessor of Surgery in 1917, he still con- 
ducted his practice and in 1925 he per- 
formed an appendectomy on one of my 
patients. 

He was a master surgeon. Before the 
operation he told me exactly in what con- 
dition the appendix would be found. Al- 
though he had been known to charge large 
fees, I was surprised to learn how little 
he charged my patient. 

In 1907, Dr. Morris was president of 
the American Association of Obstetricians 
and Gynecologists and in 1916 he was 
president of the American Therapeutic 
Association. For several years he was 
president of the Physicians’ Home, Inc., 
for aged physicians. He was a member 
of the New York Academy of Medicine 
and many other medical and scientific or- 
ganizations. 


N 1939, Dr. Morris told me that he had 

recovered from an ailment after the 
removal of three infected tooth roots and 
at that time wrote, “I am a young fellow 
again—a regular one—all ready to go 
salmon fishing, mountain climbing or bear 
hunting.” This was in his eighty-first 
year. He concluded: “Incidentally, I have 
never been happier in my life than now 
in retirement on the farm, with a com- 
panion who is saint, scholar, wife, mother, 
and home-maker. I taught nearly thirty 
years at Columbia Post-graduate School, 
have ten published books which are in 
libraries, etc. Have never laid up much 
money, but enough to keep my familiy 
secure and avoid the defamation that goes 
with too much.” 


the Army. Any soldier found to have a 
venereal disease in an infectious stage is 
retained in the service under treatment 
until he can be returned home without 
danger of spreading the infection. If a 
positive result is obtained from a sero- 
logical test, it is checked against the 
soldier’s medical record. This is for- 
warded to the Public Health Service when 
the man is discharged and referred to his 
state health officer for follow-up. 
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CONTEMPORARY PROGRESS 





OTOLOGY 


Treatment of External Otitis; 
Local Sulfonamide Therapy 


B. H. SENTURIA (Laryngoscope, 
54:277, June 1944), in a study of the 
etiology of cases of external otitis in 
Missouri and Texas, found that cultures 
grown on Sabouraud’s agar and blood 
agar media showed a mixture of fungi and 
bacteria. The symptoms in external otitis 
may be mild, with a feeling of “blockage 
of the ear,” dryness, itching, scaling or 
mild tenderness on manipulation of the 
auricle. In cases of moderate severity, 
there is definite pain on movement of the 
auricle, some edema of the canal wall, 
and beginning periauricular adenopathy. 
In the most severe cases, there is com- 
plete edematous obstruction of the canal 
with secondary periauricular edema; these 
symptoms may be accompanied by slight 
fever; the patient refuses to eat because 
movement of the temporomandibular joint 
causes pain. The author has recently 
employed the sulfonamides for local appli- 
cation in the treatment of external otitis. 
At first sulfanilamide or sulfathiazole 
powder was used, but in most cases a 
combination of sulfanilamide, sulfathiazole 
and zine oxide powder (4:2:2) has been 
employed. All exposed and easily acces- 
sible parts of the concha and external 
auditory canal were cleansed gently with 
hydrogen peroxide; any debris or wax 
that could be readily seen was carefully 
removed with a cotton applicator. A small 
ear speculum was introduced and the sul- 
fonamide powder insufflated lightly over 
the canal wall. After removal of the 
speculum, the concha was covered with 
the powder. The patient was instructed 
to use only dry warm applications and 
was given a sedative if necessary to ensure 
sleep. After eighteen or twenty-four 
hours, the milder cases were much re- 
lieved; the more severe cases showed 
definite diminution in edema and dis- 
charge. 
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More extensive cleansing with. 


hydrogen peroxide and deeper insufflation 
of the powder were possible. On the sec- 
ond to the fourth day, the ear canal was 
irrigated with warm 1 to 3 per cent 
solution of sodium bicarbonate to remove 
all accumulated debris. Irrigations should 
be done only when the edema has sub- 
sided sufficiently to permit removal of the 
irrigating solution and complete drying of 
the canal. Alcohol (50 to 70 per cent) 
was applied with a medicine dropper, then 
removed by gravity drainage after a few 
minutes. The sulfonamide powder was 
then reapplied and allowed to remain in 
the external canal for a week; the patient 
was cautioned against the use of water 
“in or about the ears,” and swimming was 
forbidden for two weeks. Of 33 ears 
showing acute external otitis, treated by 
this method, complete cure was obtained 
within seven days in 32; only 3 required 
more than three days for relief of all dis- 
comfort. There was no recurrence in any 
case. In 19 ears with acute external 
otitis treated by other methods, more than 
seven days was required to complete cure 
in 8 cases; complete relief was obtained 
in three days in only 7 instances. In 
chronic exzematoid external otitis, how- 
ever, response to all forms of therapy 
was poor. 
COMMENT 

This would seem to be a very useful method 
of treatment of the acutely inflamed external 
auditory meatus. We wish to emphasize the 
author’s insistence on thorough cleansing and 
drying of the canal in 30 far as is possible as 
an essential part of each treatment, We must 
remember also to look out for the patient 
whose skin has become sensitized to sulfona- 


mides. 
L.C.McH. 


Unilateral Deafness 

WALTER HUGHSON (Laryngoscope, 
54:467, Sept. 1944) in a study of deafness 
of all degrees found 128 cases, or 9 per 
cent, in which the hearing loss was unl- 


MEDICAL TIMES, MARCH, 1945 





tei ee to, mone. » Me aa i 2 | 6 oe 


lateral. Unilateral loss of hearing oc- 
curred in 14 per cent of children and 8 
per cent of adults. The diagnosis of uni- 
lateral deafness depends upon a careful 
and thorough audiometric study. The rou- 
tine audiogram indicates the difference 
in the acuity of hearing between the two 
ears; the disparity in hearing between the 
two ears should be at least 30 deb. or more 
in the entire frequency range to estab- 
lish a diagnosis of unilateral deafness. 
The audiometric examination of the 
affected ear must be repeated with the 
better ear masked “by appropriate 
means.” The type of hearing loss present 
should be determined by “loudness balance 
tests,” whenever possible; bone conduction 
tests may also be used, but the author 
considers that they are only “suggestive.” 


Tests of the function of the labyrinth > 


should also be made. The causes of uni- 
lateral deafness are infection with com- 
plications; toxic involvement of “the 
neural mechanism of hearing’’ from acute 
streptococcus infection of the nasophar- 
ynx; trauma, either direct trauma to the 
temporal bone or acoustic trauma and 
blast injury; Méniére’s disease; acoustic 
nerve and brain tumors; virus diseases, 
especially mumps. Unilateral deafness 
cannot usually be successfully treated; 
even in the cases due to infection, the 
infection may be successfully treated, but 
the loss of hearing is not necessarily af- 
fected. Unilateral deafness the author 
considers to be a diagnostic rather than a 
therapeutic problem. Accurate diagnosis 
is essential ‘“‘to obviate useless therapy”; 
preservation of hearing in the unaffected 
ear is important. Unilateral deafness is 
known to be caused by mumps, and may 
occur in persons who give no history of 
having had this disease, but show positive 
immune reactions (skin sensitivity and 
complement fixation tests). 


COMMENT 


A careful discussion by one of the foremost 
of the students of hearing problems. His loss 
is deeply felt by all who are interested in 


deafness. 
L.C.McH. 


Ménicére’s Syndrome; Results of 
Treatment with Nicotinic Acid in the 
Vasoconstrictor Group 

MILES ATKINSON (Archives of Oto- 
' laryngology, 40:101, Aug. 1944) reports 
110 cases of Méniére’s syndrome treated 
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with nicotinic acid. This treatment is 
employed only in those patients showing a 
normal response to the histamine test, 
indicating that the Méniére’s syndrome in 
these cases is due to a vasoconstrictor 
mechanism. Nicotinic acid is employed for 
its vasodilator effect, not for its vitamin 
effect. The author emphasizes the im- 
portance of using nicotinic acid, not nico- 
tinic amide, for the latter, while it has the 
same vitamine effect, has no vasodilator 
action. On beginning treatment, the nico- 
tinic acid is given by injection; in some 
cases with severe and frequent attacks, 
intravenous injections are given at first. 
As a rule, an initial intramuscular injec- 
tion of 30 mg. is given to test the reaction 
of the patient. “With that as a guide,” 
the first intravenous dose is 25 to 35 mg. 
Treatment is repeated daily or every other 
day, increasing the dose by 5 mg. each 
time to the maximum dose _ tolerated, 
usually about 50 mg., sometimes as high 
as 75 mg. After six to eight intravenous 
injections, a course of intramuscular in- 
jections is begun, using the maximum 
dose given intravenously. The patient can 
be taught to give himself these injections. 
In the less severe cases, intramuscular 
injections can be given from the first, 
starting with the lower dosage and gradu- 
ally increasing. Intramuscular injections 
are given at first daily, later gradually 
diminishing the number of injections to 
one a week, and finally discontinuing in- 
jections entirely. Early in the course of 
the injection therapy, administration of 
nicotinic acid by mouth is begun, usually 
50 mg. twice daily on days that injections 
are given and three times daily on other 
days. After several months of combined 
intramuscular and oral therapy, if symp- 
toms are well under control, the injections 
are discontinued, and the “maintenance 
dose” for oral therapy is determined for 
each patient. Oral therapy must be con- 
tinued indefinitely. In the 110 cases 
treated, vertigo has been relieved or 
greatly diminished in 93 cases, 84 per 
cent (complete relief in 42 cases); tin- 
nitus relieved or diminished in 55 cases, 
52 per cent; but deafness has been re- 
lieved in only 25 cases, or 22 per cent. 
All these patients have been under ob- 
servation for six months or more, up to 
three years. 


COMMENT 


A very accurate mode of therapy for pa- 
85 





tients with Meniere’s syndrome. The difficulty 
would seem to be in determining which pa- 
tients we may expect to benefit by the use of 


nicotinic acid, 
L.C.McH. 


Histologic Otosclerosis 


S. R. GUILD (Annals of Otology, Rhin- 
ology and Laryngology, 53:246, June 1944), 
in a histological study of the ears of 1161 
persons, found the characteristic histo- 
logical changes of otosclerosis in 46 cases 
--81 ears. The incidence of this “his- 
tologic otosclerosis” was highest in white 
women thirty to forty-nine years of age. 
There were 113 otosclerotic foci in the 81 
cases; 65 of these foci were anterior to 
the oval window; ankylosis of the stapes 
had occurred in only 10 of the 81 otoscle- 
rotic ears; in 45 cases the otosclerotic area 
was less than 0.1 mm. from the stapedial 
tootplate, but had not caused ankylosis. 
Hearing tests including audiograms had 
been made on 55 of the 81 ears showing 
histologic otosclerosis. In 18 of these ears, 
hearing was good for all but the high 
frequencies—10,321 cycles and above. !n 
15 ears there was impairment of hearing 
for frequencies above 1024 or 2048 cycles, 
but good hearing for low frequencies. 
Impaired hearing for conversation had 
been demonstrated in 23 ears, including 
the 10 ears with ankylosis of the stapes. 


In the 13 cases without ankylosis of the 
stapes, other conditions were present that 
cause deafness, and the loss of hearing 
could not be attributed to the presence of 
the otosclerotic foci. In 4 of the ears 
with ankylosis of the stapes, the deafness 
was attributed to other conditions present, 
so that a definite diagnosis of otosclerosis 
could be made clinically only in 6 of the 
81 ears that showed histologic otosclerosis, 
On the basis of this study, the author 
concludes that a clear distinction must he 
made between clinical otosclerosis and his- 
tologic otosclerosis. Otosclerosis is_pri- 
marily a disease of the bone, and stape- 
dial ankylosis is “but an incidental event.” 
Otosclerosis, therefore, is often asympto- 
matic unless or until ankylosis of the 
stapes occurs. According to the author's 
findings atrophy of cochlear nerve fibers 
or of the organ of Corti does not occur 
more frequently with otosclerotic foci than 
in ears free from otosclerotic changes. 
These facts, in the author’s opinion, render 
invalid all conclusions in regard to the 
mode of heredity of otosclerosis based on 
clinical studies alone. 


COMMENT 


This excellent article very clearly explains 
why otologists make a diagnosis of “‘clinical 


otosclerosis” rather than simply “otosclerosis”. 
L.C.McH. 


OPHTHALMOLOGY 


The Exophthalmos of Hyperthyroidism 


J. H. Mulvany (American Journal of 
Ophthalmology, 27:589; 693; 820, June, 
July and Aug. 1944) distinguishes two 
types of exophthalmos associated with 
hyperthyroidism, thyrotoxic exophthalmos 
and thyrotrophic exophthalmos. The first 
is associated with “thyrotoxicosis proper” 
(exophthalmic goiter), the second is due 
to the action of the thyrotrophic hormone 
of the anterior pituitary. Thyrotoxic 
exophthalmos occurs chiefly in young 
adults and is three to four times more 
common in women than in men, The prop- 
tosis is essentially thyrotoxic and is 
associated with a raised basal metabolism. 
Myasthenia is “a constant accompani- 
ment” of exophthalmic goiter, and the eye 
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muscles are affected to a greater extent 
than the skeletal muscles. Sympathetico- 
tonia is also characteristic of thyrotoxi- 
cosis. Thyrotoxic exophthalmos results 
mainly from “sympathetic overaction and 
extra-ocular weakness.” There are usually 
no symptoms other than the proptosis un- 
less some complication develops; the nutri- 
tion of the eyeball is not impaired, and 
congestion does not occur, except as a 
result of exposure. There is no evidence 
of increased retrobulbar pressure. The 
eye movements are usually normal, but 
palsies of individual muscles may occur; 
such eye palsies are relieved by the ad- 
ministration of prostigmine and cured by 
thyroidectomy. Thyrotoxic exophthalmos 
is never made worse by thyroidectomy; if 
the exophthalmos progresses after the 
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operation, this indicates that not sufficient 
thyroid tissue was removed. The exoph- 
thalmos may not be ‘altered by thyroidec- 
tomy, or it may show definite improvement 
after operation. The best method of im- 
proving the exophthalmos after thyroidec- 
tomy consists in aiding the retraction of 
the extraocular muscles during “the early 
period of the restoration of tone,” by 
maintaining pressure on the globes dur- 
ing sleep and for as many hours as possi- 
ble during the day. 

This should be dis- 


' 

to enlargement of extraocular muscle; this 
is followed by a rise in intraorbital ten- 
sion, causing an increase in the exophthal- 
mos, congestion and edema. Discomfort or 
pain in the eye, lacrimation, photophobia, 
diplopia and difficulty in convergence oc- 
cur in the early stage; congestion is also 
an early and a constant feature; lid 
edema and chemosis occur in the second 
stage. Upward movement of the eye is 
most frequently affected, usually associ- 

ated with lid re- 

traction; lateral 





movement is less 





continued after a 
few weeks, as by 


frequently affect- 


that time the max- 
imum degree of 
improvement will 
have been ob- 
tained. If the 
exophthalmos is 
severe and per- 
sistent, the best 
method of treat- 
ment is to narrow 
the palpebral fis- 
sure by tarsorrha- 
phy. If lid retrac- 
tion is marked, the 
plastic operation 
described by Gold- 
stein in 19384 may 
be employed. Cer- 
vical sympathec- 
tomy gives good 
results in some 
cases, but before 
this operation is 
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ed. Ulceration of 
the cornea devel- 
ops in almost all 
severe cases, re- 
sulting from cor- 
neal necrosis due 
to lid tension and 
exposure. Thyro- 
trophic exophthal- 
mos is never 
improved and is 
usually made 
worse by thyroid- 
ectomy. Irradiation 
of the pituitary 
often improves this 
type of exophthal- 
mos. The adminis- 
tration of iodine 
and thyroid is also 
of benefit as this 
inhibits the secre- 
tory activity of 


attempted, the ef- 


fect of local anes- Mineola, N. ¥. 





the pituitary. 
Estrin or other 











thesia of the lower 





estrogen has been 





cervical ganglion 
should be tested. If 
ocular palsies persist following thyroidec- 
tomy after sufficient time has been allowed 
for recovery of muscle tone, the usual 
methods of advancement and recession of 
the affected tendons may be employed. 
Thyrotrophie exophthalmos occurs less 
frequently than thyrotoxic exophthalmos; 
it is three or four times more common in 
men than in women; the average age in 
22 cases in men was 54 years and in 6 
cases in women 47 years. This form of ex- 
ophthalmos is of pituitary origin and is not 
affected by “any coincident hyperthyroid- 
ism”; sympatheticotonia is slight or ab- 
sent. The exophthalmos results primarily 
from increased retrobulbar pressure due 


MEDICAL TIMES, MARCH, 1945 


found to be of 

most value in post- 
menopausal cases used with thyroid ex- 
tract as an alternative to iodine. Thyroid 
extract has a favorable effect on thyro- 
trophic exophthalmos even in cases where 
there is an increased metabolic rate. When 
there is a definite increase in the intra- 
ocular pressure, the only operation that is 
of value is the orbital decompression oper- 
ation of Naffziger or some modification of 
it. Tarsorrhaphy is not indicated in this 
type of exophthalmos and may hasten the 
loss of the eye if corneal ulceration has 
occurred. It is important to distinguish 
between these two types of exophthalmos 
associated with hyperthyroidism, as in 
the thyrotrophic type, a thyroidectomy 
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“may precipitate disaster,’ as would an 
operation for orbital decompression in the 
thyrotoxie type. 

COMMENT 


The malignant types of exophthalmus in 
exophthalmic goitre are a most serious prob- 
lem. The tremendous thickening of the eye 
muscles and the edema of the orbital tissue 
about the globe make us wonder if it is ever 
to be possible to reverse the process and get 
the eyeballs back into the orbit. The mildest 
cases can be carried along by using castor oil 
drops. These hold moisture and protect the 
corneal epithelium. It has been the custom of 
some to sew the outer edges of the eyelids to- 
gether in the higher grades but the patients 
do not like the “rabbit eyes” that result. In- 
stead of this operation, it may be possible to 
carry the patient by using moist chamber spec- 
tacles or a device known as the “expansion 
shield”. The moist chamber spectacles are made 
by using a sheet of plastic material which is 
formed into a short tube by cementing the 
joint. The anterior end of the tube is fastened 
between the eyeglass and the frame. The pos- 
terior end of the tube is cut to fit the contour 
of the face, brow and cheek. A few holes are 
made in the plastic at the tep and below for 
ventilation. The expansion shield is also a 
plastic and can be attached and removed at 
will. It does not make as close a chamber as 
the other device but is simpler and can be kept 
at hand for the occasion. For the dangerous 
types, some success may be obtained by remov- 
ing the roof of the orbit and allowing more 
room for the orbital contents. Despite this 
rather formidable undertaking, the results may 
be disappointing. 

RL. 


Buccal Mucous Membrane Grafts in 
Treatment of Burns of the Eye 

Ralph Siegel (Archives of Ophthalmol- 
ogy, 32:104, Aug. 1944) reports 5 cases in 
which grafts of buccal mucous membrane 
were employed after severe burns of the 
eye, due in most instances to lye. The 


buccal membrane was easily obtained 
from the patient in these cases, the wound 
in the mouth healing promptly. The graft 
was taken with a large lip clamp and a 
cataract knife, and trimmed of submucous 
tissue. The necrotic conjunctiva and epis- 
clerical tissue were excised and the sclera 
scarified with a scalpel; the graft was 
applied directly to the denuded area, and 
sutured to the intact healthy conjunctiva 
and the episclera, using No. 0025 Dek- 
natel black silk. If the entire bulbar con- 
junctiva’ was burned two __ horseshoe- 
shaped circumcorneal grafts were used. A 
thin film of sterile petrolatum was spread 
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over the graft; gauze fluffs were applied 
with slight pressure, and a binocular ban- 
dage placed over this. Secretions were 
cleansed daily, and a 1 per cent atropine 
ointment applied; the bandage was re 
moved on the fifth day and the stitches on 
the seventh day. The graft took success- 
fully in 6 out of 7 eyes; in the one in- 
stance in which a take was not obtained 
the entire perilimbal circulation was de- 
stroyed. More rapid healing and _ better 
functional and cosmetic results were ob- 
tained in 3 of 4 eyes in which grafting 
was done within ten hours after injury 
than in eyes in which grafting was done 
later. 
COMMENT 

Suitable material for grafting the conjunc. 
tival lining is much more limited than dermal 
grafts. Excellent results have been obtained in 
extensive pterygiums and adhesions between 
the lids and the globe after injury and burns, 
Contact lenses and metal shells have been used 
to prevent adhesion of lids and global con- 
junctiva but the buccal graft promises more 
than any other procedure to date. ae 


Value of Penicillin in the Treatment 
of Superficial Infections of the 
Eyes and Lid Margins 


T. Crawford and E. F. King (British 
Journal of Ophthalmology, 28:373, Aug. 
1944) report the use of penicillin in the 
treatment of conjunctivitis with and with- 
out involvement of the cornea and in 
blepharitis. Penicillin was used in the 
form of an aqueous solution containing 
250 units per cc. in cases of conjunctivitis 
without corneal involvement in which the 
discharge was profuse. A penicillin oint- 
ment containing 250 units per gm. was 
used in other cases. The drops or oint- 
ment were instilled in the lower fornix of 
the affected eye every four hours day 
and night; approximately 1 cc. of solution 
or 1 gm. of ointment per eye per day was 
employed. As a rule, penicillin treatment 
was continued for seven days after the 
bacteriological cultures from the con- 
junctival sac became negative, but for 4 
longer time if clinical recovery was not 
complete. Patients were followed up for 
six or seven weeks. Complete healing of 
the lesion was obtained in all cases of 
conjunctivitis and corneal involvement, in- 
cluding 4 cases of corneal ulcer, in 5 to 9 
days. Some of these cases had been re 
sistant to other types of therapy, but 
responded well to penicillin. There were 
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2 cases of clinical relapse of conjunctivitis, 
one associated with bacteriological re- 
lapse, during the period of observation; 
both responded well to further treatment. 
In the cases of blepharitis, the condition 
had been present for some years; 6 of 
these cases showed marked improvement 
in two weeks, only some erythema of the 
lid margins persisting; 2 cases showed 
definite, but “less satisfactory,” improve- 
ment and one showed little improvement. 
Bacteriological relapse occurred in 2 cases, 
accompanied by clinical relapse in one; the 
organisms concerned in the relapse re- 
mained “penicillin-sensitive.” 


COMMENT 


Penicillin has until recently been dispensed 
for only the most serious cases and this report 
is among the very first to give the results of 
local use of the new remedy in eye infection. 
We believe there will be many more favorable 
reports as soon as the drug is available for ex- 
ploitation by the large clinics. It will be used 
for every sort of resistant condition and, in a 
short time, its possibilities and the rules for its 
use will be well understood. 

RL. 


Carbaminoylcholine Chloride in 
the Treatment of Glaucoma 


Daniel Kravitz (Archives of Ophthal- 
mology, 32:283, Oct. 1944) reports the 
use of carbaminoylcholine chloride, a syn- 
thetic choline derivative, in the treatment 
of chronic glaucoma. It is often effective 
in cases in which pilocarpine or physostig- 


mine has failed to reduce the tension or 
relieve symptoms. In some cases if car- 
baminolycholine chloride is used for a few 
months, other miotics become more effec- 
tive and can again be employed. The dose 
varies with each case and must be deter- 
mined individually. As a rule, a 0.75 per 
cent solution of carbaminoylcholine chlor- 
ide has slightly more effect than a 2 per 
cent solution of pilocarpine nitrate and 
about the same effect as 0.25 per cent so- 
lution of physostigmine solicylate. At first 
it should be instilled as frequently as 
the other drugs, but later the frequency 
of instillations can be reduced. Blurring 
of vision is usually more marked and 
more prolonged with carbaminoylcholine 
chloride than with other miotics; this ef- 
fect may disappear after prolonged use of 
the drug. The instillations may also cause 
pain in some cases. Other miotics should 
be tried first, but as carbaminoylcholine 
chloride is effective in some cases in which 
the other miotics fail and its action is 
more prolonged, it is a “valuable addition 
to the armamentarium for the treatment 
of glaucoma.” Six illustrative cases are 
reported. 


COMMENT. 


Several new miotics have been introduced 
with striking results in cases of acute and sub- 
acute glaucoma after failure of the long known 
eserine and pilocarpine. Dr. Kravitz’s report 
means that “doryl’, mecholyl and prostigmin 
are entitled to greater use. 

R.L.L. 


PEDIATRICS 


Initial Standardization of the 
Diabetic Child 


J. M. Brush (American Journal of Dis- 
eases of Children, 67:429, June 1944) de- 
scribes a method for stabilization of dia- 
betic children, and emphasizes the fact 
that this method is suitable only for chil- 
dren and cannot be applied to the treat- 
ment of diabetes in adults. The method is 
employed for children who have had no 
Previous treatment for their diabetes, and 
who have shown symptoms for a relative- 
ly short time. The method is based on the 
theory that the mechanism for regulating 
blood sugar will be restored more nearly 
to normal if insulin is given to the limit 
of toleranee on beginning treatment. The 
diet is calculated on the bases of the age 
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and weight of the patient. Diet tables 
have been prepared showing the number 
of grams of carbohydrate, protein and fat 
for each 100 calories level from 800 to 
2,200 calories. Three regular meals are 
given with additional milk in moderate 
amounts at 10:00 a.m. and at 3:00 p.m.; 
this controls hunger and offsets the hypo- 
glycemic effect of the preceding dose of 
insulin. The initial daily dose of insulin is 
determined as the number of units equal 
to two-thirds the number of grams of fat 
in the diet. If this daily dose is 20 units 
or less, it is given in four divided doses. 
If the daily requirement is more than 20 
units, one dose is given at 4:00 a. m.; this 
dose varies from 1 to 5 units according to 
the total daily dose (tabulated); the re- 
mainder of the daily dose is given in three 
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doses—four-sevenths half an hour before 
breakfast, one-seventh at the noon meal, 
and two-sevenths at or half an hour before 
the evening meal. If the urine does not 
become practically sugar-free in thirty-six 
hours, the dosage of insulin is increased, 
not more than 10 per cent daily, until the 
glycosuria is controlled. Signs of shock 
usually develop after six to ten days of 
this regimen, occurring as a rule about 
half an hour before the noon or the eve- 
ning meal. The insulin dosage is then 
reduced by one unit the first day, 2 units 
the second day, and then by 7.5 per cent 
of the established regulating dose daily. 
If signs of shock develop during the time 
that the dose is being reduced part of the 
next meal or extra carbohydrate can be 
given; it is rarely necessary to change the 
rate of insulin reduction. In 39 cases of 
diabetes in children treated by this 
method, the duration of symptoms was 
fourteen weeks or less in all but one case. 
Stabilization was obtained on an insulin 
dosage of less than 10 units daily in all 
but 4 cases; the latter group included the 
one patient whose symptoms were of more 
than fourteen weeks’ duration; in 21 of 
these cases, satisfactory stabilization was 
obtained within thirty days. All but one 
of the patients were hospitalized for the 
stabilization period. 


The Treatment of 
Hyperthyroidism in Children 


C. B. McIntosh (Journal of Pediatrics, 
25:133, Aug. 1944) reports 23 cases of 
hyperthyroidism in children treated at the 
University of Iowa Hospital from 1925 to 
1943. All these patients were girls from 
seven to sixteen years of age. Operation 
was done in 19 cases after the usual ten- 
day to two-week preoperative treatment; 
operation was done as a “routine” proced- 
ure in these cases, “regardless of their 
response to medical preparation.” There 
were 2 postoperative deaths in thyroid 
crisis. According to results reported in 
the last follow-up, 9 of these 19 patients 
were entirely relieved of symptoms; 3 
more have reported that they are well 
except for “minimal nervousness and fa- 
tigue”; 5 showed a definite recurrence of 
symptoms. One of these 5 patients has 
been re-operated with complete relief; an- 
other was successfully treated with roent- 
gen rays; the other 3 have not yet returned 
to the hospital for further treatment. 
Both of the patients who died in thyroid 
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crisis had unusually severe symptoms and 
some degree of cardiac enlargement be- 
fore operation. Excluding 2 children who 
were kept in the hospital an unusually 
long time for metabolic studies; the aver- 
age period of hospitalization in this group 
was thirty-five days. Most of these pa- 
tients were allowed full activity within a 
short period after discharge from the hos- 
pital. The last 4 children admitted to the 
hospital with thyrotoxicosis were not 
operated on. The medical treatment in 
these cases included “more or less com- 
plete bed rest,” according to the severity 
of the symptoms; phenobarbital sedation; 
Lugol’s solution in all but one case. The 
dosage of Lugol’s solution and the dura- 
tion of iodine treatment varied widely. 
Roentgen ray therapy was used as an 
adjunct to medical treatment in 2 cases; 
in one a very definite improvement re- 
sulted; in the other, in which a lower 
dosage was used, the treatment had no 
demonstrable effect. The period of hospi- 
talization in these cases varied from 
twelve to one hundred and forty days but 
in some instances the patient was kept in 
the hospital longer than necessary, be- 
cause of difficulty in continuing treatment 
at home with frequent visits to the hospi- 
tal; the entire duration of treatment be- 
fore full activity was allowed varied from 
two to twelve months. None of the pa- 
tients showed any signs of toxicity at the 
time of the last examination at the hospi- 
tal; 3 of the girls have recently reported 
that they are entirely well; one has noted 
a mild degree of nervousness, which does 
not interfere with ordinary activities. One 
of these patients has been treated so 
recently that there is still a possibility of 
recurrence, and continued supervision is 
necessary. In the author’s opinion, these 
results and those reported by others indi- 
cate that “an adequate trial” of medical 
treatment is indicated in cases of thyro- 
toxicosis in children before surgery is ad- 
vised, and that in a “considerable number” 
of these cases surgery is “neither neces- 
sary or desirable.” 


Pain in the Abdomen An Early 
Symptom of Rheumatic Fever 


Harry Apfel (Archives of Pediatrics, 
61:490, Aug. 1944) has found that abdom- 
inal pain may be one of the early symp- 
toms of acute rheumatic fever in children, 
often in young children. Differential diag- 
nosis between this condition and a surgical 
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abdominal condition may be difficult. The 
history is of definite value in making the 
diagnosis, and should be obtained as fully 
as possible from the parents. Points of 
special importance in the history, as indi- 
cating the possibility of rheumatic fever 
as the cause of abdominal pain, are: A 
history of previous attacks of rheumatic 
fever or chorea; a history of frequent mild 
sore throat, easy fatigue or muscle pains, 
especially in the hamstring muscles. Ab- 
dominal pain may develop before either 
the joint symptoms or cardiac symtoms 
are present, but these symptoms may be 
present, especially in a second or third 
attack of rheumatic fever; this greatly 
facilitates the diagnosis. The abdominal 
pain of rheumatic fever is rarely accom- 
panied by vomiting; if vomiting is present 
it “complicates the picture in no small 
measure.” A child with “rheumatic abdo- 
men” without other symptoms of rheu- 
matic fever does not appear very sick, 
although complaining of pain. The fever, 
however, is higher than usual in surgical 
conditions of the abdomen. The degree of 
abdominal tenderness is greater than 
would be expected; it is more pronounced 
on the left than on the right side of the 
abdomen. It is elicited chiefly by light pres- 
sure and diminishes if the pressure of the 
examining hand is increased. The author’s 
purpose, in this article, he states, is “not 
to bring out some newly discovered phe- 
nomenon,” but “to underscore” the fact 
that in many cases in children pain in the 
abodmen is “a very early and obstinate 
symptom of rheumatic infection’; and 
that this possibility should be considered 
in diagnosis. 


Bone Marrow Infusions As a 
Routine Procedure in Children 


Frank Meola (Journal of Pediatrics, 
25:13, July 1944) reports that at the Chil- 
dren’s Hospital at Akron, Ohio, infusions 
are invariably given by the bone marrow 
route in children under two years of age, 
and that this method is sometimes used in 
the two- to five-year old group. The pro 
cedure is considered a surgical one, and ¢ 
“sterile technique” is employed. The nee 
dle generally used is a 1.5-inch 18-gauge- 
Kalinski salvarsan needle; or for older 
children a B-D Special Needle No. 458 
L N R, 16-gauge. The flat surface of the 
tibia one or two fingers below the tibial 
tuberosity or the lower third of the femur 
is the usual site of injection. The needle 
is pushed through the bone “by a straight 
steady push or a rotary twist” until it is 
felt to “drop” into the marrow cavity; a 
syringe filled with a small amount of 
saline solution is attached to the needle, 
and the plunger drawn back; if marrow 
is withdraw this is definite proof that the 
needle is in the marrow cavity. The infu- 
sion is made slowly, using a larger syringe 
and gentle pressure. In 1948, a series of 
326 infusions was given in 144 children, 
only 6 over two years of age. Saline and 
glucose solutions, plasma, citrated whole 
blood and sera have been given by this 
method. There was only one reaction (a 
typical transfusion reaction) and one com- 
plication which could not be definitely at- 
tributed to the bone marrow puncture. 
The author considers that this method is a 
simple and “expedient” method of giving 
infusions of fluid (including blood) t 
young children. 


NEUROLOGY 


Vasoparalysis of the Central Nervous 
System, a Characteristic Vascular 
Syndrome 

I. M. Scheinker (Archives of Neurology 
and Psychiatry, 53:48, July 1944) has 
found that in cases of head trauma in 
which there is “no gross destruction” of 
brain tissue, the characteristic pathologic 
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change is a vascular disturbance—vaso 
paralysis with secondary alteration in the 
nerve tissue proper. He reports one illus- 
trative case in which there was no frac- 
ture of the skull or laceration of the sur- 
face of the brain; and a second case of 
spinal cord injury in which similar 
changes were observed in the spinal cord. 
The characteristic vascular changes ob- 
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served in these cases are maximal disten- 
tion and engorgement of the smaller veins 
and capillaries, with signs of stasis; de- 
generative changes, sometimes complete 
necrosis, of the vessel wall, with increased 
permeability for serous fluid and red 
blood cells; distention of the perivascular 
spaces which usually contained extrava- 
sated fluid and red blood cells. These 
vascular changes result in a deficient 
supply of oxygen to the tissues and inter- 
ference with tissue metabolism which 
produce the secondary pathologic changes 
in the brain or spinal cord. This vaso- 
paralysis, as shown by animal experi- 
ments, may also be caused by chemical 
irritants or poisons, as well as by physi- 
cal trauma. The author has observed vas- 
cular alterations of the same type in 5 
cases of arsphenamine encephalopathy. 


The Clinical Significance of Bacteriuria 
In Patients with Spinal Cord Injuries 


D. BADAL, D. MUNRO and M. E. 
LAMB (New England Journal of Medi- 
cine, 230:688, June 8, 1944), in their study 
of patients with spinal cord injuries in 
whom tidal drainage of the bladder was 
employed to prevent “puddling” and re- 
tention of urine, have found that bacteri- 
uria develops in all cases within seventy- 
two hours after the introduction of the 
indwelling urethral catheter. Such bac- 
teriuria does not necessarily result in 
urinary tract infection. The presence of 
urinary tract infection, as distinguished 
from bacteriuria, is indicated by the oc- 
currence of fever and chills and by the 
appearance in the urine of gross pus or 
more than 100 white cells per field with 
clumping. Various methods were em- 
ployed to reduce the incidence of urinary 
tract infection in patients with spinal 
cord injury requiring tidal drainage. The 
various urinary antiseptics were not found 
to be of value for this purpose. The best 
nethod of controlling such urinary tract 
infection was found to be the use of a 
tidal drainage apparatus providing for 
efficient bladder irrigation and the use of 
a 0.5 per cent solution of acetic acid for 
bladder irrigation, combined with the ad- 
ministration of large amounts of fluid by 
mouth. The urine, however, will not be- 
come sterile. In a follow-up study of pa- 
tients with spinal cord injuries, it was 
found that if bladder function returned 
to normal, or if “a reflex bladder” re- 
sulted from transection of the spinal cord, 
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the bacteriuria disappeared soon after 
withdrawal of the indwelling catheter. 


Late Cerebral Sequelae of 
Rheumatic Fever 


W. L. Bruetsch (Archives of Internal 
Medicine, 73:472, June 1944) found in 500 
autopsies on patients with mental dis- 
eases, that there were rheumatic cardio- 
vascular changes in 5 per cent. In a study 
of the incidence of rheumatic valvular 
changes in the different types of psy- 
choses, it was found that the incidence of 
rheumatic heart disease was highest in 
schizophrenics (9 per cent). In a study of 
patients newly admitted to a state hospi- 
tal for mental disease, evidence of rheu- 
matic heart disease was found in 6.6 per 
cent of 549 female patients and in 1.6 per 
cent of 502 male patients; in addition 15 
per cent of the female patients and 1 per 
cent of the male patients gave a definite 
history of rheumatic fever or of chorea, 
although showing no evidence of cardiac 
involvement. The incidence of rheumatic 
infection and rheumatic heart disease, on 
the basis of these findings, is definitely 
higher in patients with mental disease 
than in the general population. This sug- 
gests the possibility of a direct relation- 
ship between rheumatic infection and 
mental symptoms. Autopsy studies have 
supported this conclusion. In patients with 
long-continued rheumatic infection, even 
if there had been no clinical signs of 
activity for many years, the most frequent 
pathological change in the brain was 
found to be an obliterating endarteritis. 
When this process involves the small 
meningeal and cortical vessels, gross and 
microscopic infarctions in the gray matter 
occur, producing a variety of mental 
symptoms. The author calls this condition 
“rheumatic brain disease,” and considers 
that it represents “a chronic infectious 
process in the same sense as rneumatic 
heart disease.” Although such widespread 
cerebral obliterating arteritis producing 
clinical symptoms occurs in only a small 
number of patients with rheumatic heart 
disease, the possibility should be kept in 
mind, especially if symptoms of encepha- 
litis develop in such patients. Less fre- 
quent and less characteristic cerebral se- 
quelae of rheumatic fever and meningo-en- 
cephalitis and cerebral embolism; the lat- 
ter occurs most frequently in patients with 
mitral stenosis during auricular fibrilla- 
tion. 
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Classical Quotations 


® The Patient, on the whole, is his own best 


antiseptic. 
ROBERT T. MORRIS 


Fifty Years a Surgeon. 1935. 


Yater’s Medicine 


Fundamentals of Internal Medicine. By Wallace M. 
Yater, M.D. Second Edition. New York, D. 
Appleton-Century Co., [c. 1944]. 1204 pages, 
illustrated. 8vo. Cloth, $10.00. 

OR a book with a publication date 1944 
the reviewer is in duty bound to call 
attention to the following: The statement 

“two new therapeutic agents, Gramicidin 

and Penicillin are now being investigated 

but are not ready for general use” is, in 
the light of present practice, not altogether 
an up-te-date conception; nor is the ab- 
sence of the mention of penicillin in the 
treatment of pneumonia and epidemic 
meningitis. Neither is the omission of 
globin insulin in the treatment of Diabetes 

Mellitus excusable since it is mentioned 

in other texts. The statement that the 

Weil-Felix reaction (Typhus Fever) is 

positive in most cases on 8rd or 4th day 

can also be challenged. 


One questions the value of devoting 135 
pages to diseases of the skin, eye and ear. 
That number of pages could with great 
profit be added to more complete discus- 
sion of subjects intrinsically belonging to 
Internal Medicine. 

All in all this volume requires consider- 
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able revision to compare favorably with 
a number of standard texts. 
S. R. BLATTEIS 


Inhalational Therapy 


Principles and Practices of Inhalational Therapy. 
By Alvan L. Barach, M.D. Philadelphia, J. B. 
Lippincott Co., [c. 1944]. 315 pages, illustrated. 

$4.00. 

R. BARACH, a well-renowned author 

on inhalational therapy, has combined 
in book form results of a lifetime of study, 
experimentation and research in this sub- 
ject. This is a particularly valuable vol- 
ume, inasmuch as the new interest in 
inhalational methods of treating old dis- 
eases is becoming ever more popular and 
efficacious. The author’s well-known con- 
tributions to the treatment of asthma with 
helium and oxygen and his researches on 
the uses of helium in therapy have been 
universally acclaimed. The use of oxygen 
under pressure for the treatment of pul- 
monary edema was pioneered by Dr. 

Barach and in his book is covered thor- 

oughly. Considerations of altitude sick- 

ness and acute anoxia are of especial 
interest today in relation to the conditions 
arising from high altitude flying. Pneu- 
monia and heart disease are well covered 
and the related subjects of atalectasis 
and pulmonary infarction considered. 

The book fills a long-felt void in therapy 

and should be a most useful volume to the 

internist and anesthesiologist. 
F. PAUL ANSBRO 
Physiotherapy 


Physical Medicine in General Practice. By William 
Bierman, M.D. New York, Paul B. Hoeber, Inc., 
[c. 1944]. 654 pages, illustrated. 8vo. Cloth, $7.50. 


LTHOUGH many books on physical 

medicine have been published in the 
past, few have attempted to point the way 
to the use of physical measures by the 
general practitioner. In filling this need 
Dr. Bierman also presents a most detailed 
and comprehensive coverage of the sub- 
ject. The numerous illustrations are par- 
ticularly clear and explanatory. The ex- 
tensive use of line drawings to supplement 
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8vo. Cloth, 





photographs is very effective. The motor 
point charts are arranged in a novel man- 
ner, greatly increasing their usefulness. 
The book is clearly printed and well bound, 
and can be highly recommended to the 
student or practitioner who may contem- 
plate the use of physical medicine. 
JEROME WEISS 


Gastroenterology 


Diseases of the Digestive System. Edited by Sidney 
\. Portis, M.D, 2nd Edition, Philadelphia, Lea 
& Febiger, [c. 1944]. 932 pages, illustrated. 
8vo. Cloth, $11.00, 


HIS second edition of an excellent 

work on gastroenterology has been 
revised and brought up to date. The dis- 
tinguished authors, each a specialist in 
the particular subject to which he was as- 
signed, have in some cases rewritten or 
re-arranged their entire contributions. 
The editor, himself an ardent student of 
psycho-somatic medicine, has asked the 
contributors to emphasize this phase of 
the diseases they describe, but fortunately 
they have not over-done the job. Each 
subject is treated exhaustively and au- 
thoritatively. An excellent chapter is de- 
voted to “Dietary Concepts,” and Part V1, 
devoted to “Gastrointestinal Manifesta- 
tions of Extra-abdominal and Systemic 
Diseases” is particularly enlightening and 


important. In this section a chapter on 
psycho-somatic medicine by Alexander 
gives a clear cut exposition of the present 
concepts in this field. 

On the whole the book is a valuable text- 
book not only for the student, but for the 
practitioner, as its complete index will be 
a big help in looking up any particular 
type of disease. 

A. F. R. ANDRESEN 


Handbook on Venereal Diseases 


Handbook of Diagnosis & Treatment of Venereal 
Diseases. By A. E. W. McLachlan. Baltimore. 
The Williams & Wilkins Co., [c. 1944]. 364 
pages, with 159 illustrations, 19 in color. 16mo, 
Cloth, $5.00. 

HE writer calls this a hand-book, 
which is the right name for it. It 
is a book to have close at hand as a real 
guide for a practitioner far away from 
easy conferences with other physicians. 

The information is concise and up to date. 

The directions for treatment and proce- 

dures are so plain that they are valuable. 
The black and white illustrations add 

to its value. It is a triumph of clinical 
presentation, truly multum in parvum. 
The price $5—is good value, because of 
the large type, the good paper, and the 

strong binding. 
J. STURDIVANT READ, M.D. 


BOOKS RECEIVED for review are promptly acknowledged in this 


column; we assume no other obligation in return for the 
courtesy of those sending us the same. In most cases, review 
noted will be promptly published shortly after acknowledg- 
ment of receipt has been made in this column. 





dn Introduction to Public Health. By Harry S. Mus- 
tard, M.D. 2nd Edition. New York, The Mac- 
wation Co., [c. 1944]. 283 pages. 8vo. Cloth, 
$3.2 


A Textbook of Histology. Functional Significance of 
Cells and Intercellular Substances. By E, V. Cow- 
dry. 3rd Edition, thoroughly revised. Philadel- 
phia, Lea & Febiger, [c. 1944]. 426 pages, illus- 
trated. 8vo. Cloth, $7.00. 


The Woman Asks the Doctor. By Emil Novak, M.D. 
2nd Edition. Baltimore, The Williams & Wilkins 
Co., [e. 1944]. 130 pages, illustrated. 8vo. 
Cloth, $1.50. 

Lead Poisoning. By Abraham Cantarow, M.D., and 
Lt. Comm. Max Trumper, H-V(s), USNR. Bal- 
timore, The Williams & Wilkins Co., [c. 1944]. 
264 pages, illustrated. 8vo. Cloth, $3.00. 

Textbook of Medical Treatment. By Various Au- 
thors. Edited by D. M. Dunlop, M.D., L. S. P. 
Davidson, M.D., and J. W. McNee, M.D. 3rd 
Edition. Baltimore, “he Williams & Wilkins 
Co., Jc. 1944]. 1,218 pages, illustrated. 8vo. Cloth, 
$8.00. 

The Embryology of Behavior. The Beginnings of the 
Human Mind. By Arnold Gesell, M.D., in ¢oi- 
laboration with Catherine S. Amz SRE M.D. 
New York, Harper & Bros., [c. 1945]. 289 pages, 
illustrated. 8vo. Cloth, $5.00. 
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The Measurement of Adult Intelligence. By David 
Wechsler. 3rd Edition. Baltimore, The Williams 
& Wilkins Co., [c. 1944]. 258 pages, illustrated. 
8vo. Cloth, $3.50. 


Principles and Practice of Aviation Medicine. By Col. 
Harry G. Armstrong, M.C., U.S.A. 2nd Edition. 
Baltimore, The Williams & Wilkins Co., [c. 1943}. 
514 pages, illustrated. S8vo. Cloth, $6.50. 


Medical vue of Soap. A Symposium. Morris Fishbein. 

Zz Editor. Philadelphia, Pa., J. B. Lippincott 

‘o., [c. 1945]. 182 pages, illustrated. 8vo. 
Cloth, $3.00. 


Personal Mental Hygiene. By Dom Thomas Verner 
Moore, M.D. New York, Grune & Stratton, [c. 
1944]. 331 pages, illustrated. 8vo. Cloth, $4.00. 


The Pathology of Internal Diseases. By William Boyd, 
M. 4th Edition, Revised. Philadelphia, Lea 
& Febiger, [c. 1944]. 857 pages, illustrated. 
8vo. Cloth, $10.00. 

The Story of a Hospital. The Neurological Institute 
of New York. 1909-1938. By Charles A. Els berg, 
M.D. New York, Paul B. Hoeber, Inc., [e. | 1944). 
174 pages, illustrated. 12mo. Cloth, $3.50. 

American Medical Practice. In the Pongeenee ofa 
Century. By Bernhard J. Stern, Ph.D, New 
York, The Commonwealth Fund, [c. 1948. 156 
pages. 8vo, Cloth, $1.50. 
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